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NATIONAL CONFERENCE ON PREVENTION AND
INTERVENTIONS IN YOUTH SUICIDE

INTRODUCTION

Since the mid-1950s, fundamental and im-
portant changes occurred in suicide patterns
in the United States. Suicide rates among
older persons decreased while rates for
young persons between ages 15 to 24 nearly
tripled. Between 1970 and 19835, ap-
proximately 75,000 young people took their
own lives. Beginning in 1980, more than half
of all suicides occurred among persons less
than 40 years old. The taking of one’s own
life is now the second leading cause of death
among those ages 15 to 24 and is one of the
leading causes of premature death--200,000
potential years of life are lost annually be-
cause of suicide. White males account for
the preponderance of all suicides and more
males are using guns to commit suicide.

Suicide among the young was recognized as
a public health issue of national importance
when the nation’s health priorities were reor-
dered in 1979. The Surgeon General’s
report, HealthyPeople called forreducingthe
suicide rate among persons 15to 24 from 12.4
per 100,000 (in 1978) to 11 per 100,000 by
1990.

The Sccretary’s Task Force on Youth
Suicide was established as a response to the
public demand for action to end these tragic
events. It was charged with the responsibility
for coordinating suicide activities among
various Federal agencies, Congress, State
and local governments, private agencies, and
professional organizations. Its major func-
tions are to assess and consolidate informa-
tion on suicide, to provide a forum for
communication among health carc
providers, educators, social service profes-

sionals, and families; and to recommend and
initiate activities to address the problem.
The ultimate goal of this task force is to for-
mulate a national plan comprised of research
activities, educational efforts, and health ser-
vices involving the public and private sector
in efforts to reduce youth suicide.

NATIONAL CONFERENCES

The Task Force on Youth Suicide sponsored
a series of national conferences which served
as forums for exchanging the most up-to-date
information on risk factors and preventive
strategies. The first of the conferences made
clear that while each suicide is different, a
complex interplay of characteristics, or risk
factors, contribute to suicide in general and
youth suicide in particular; these contribut-
ing factors are complex, often interrelated,
and only partially understood.

Indicators of risk include, but are not limited
to, the presence of psychiatric disorders such
as depression or schizophrenia, parental loss
and family disruption, being abused or
neglected, being a friend or family member
of a suicide victim, having genetic or
biochemical factors (such as elevated
serotonin or S-HIAA levels), sexual identity
problems, being a runaway, having a family
with a history of substance abuse, having an
unwanted pregnancy, suffering a humiliation
or perceived humiliation, and having a
propensity toward impulsive and aggressive
behavior. Alcohol and drug abuse often
complicates and sometimes precipitates
suicidal behavior. Cultural pressures and

3-5
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socioeconomic variables also contribute to
suicide among minority youth.

Conference on Prevention and
Interventions in Youth Suicide

In June 1986, a national conference was held
in Oakland, California to review the current
state of knowledge in suicide prevention ac-
tivities and intervention strategies. Par-
ticipants in the conference included persons
in many disciplines who work with troubled
youth: researchers who study suicide;
professionals in mental health, medicine,
education, and social work; representatives
of national and professional organizations,
representatives of community-based service
programs, including volunteers, civic and
religious leaders, parents, and others who
work at the front lines of prevention
programs.

The papers and research studies presented at
the conference addressed intervention
strategies on several levels--primary and
secondary prevention, community-level
health and social services, the role of volun-
teers in suicide prevention, school-based
education, interventions for special popula-
tions, early detection and treatment for
suicidal adolescents, and federally supported
research and demonstration centers. Issues
relating to the effectiveness of prevention ac-
tivities were thoroughly aired. The value of
the conference was expanded by frequent
open discussion periods and review panels
that critiqued the presentations.

Many recommendations for intervention and
evaluation approaches made by repre-
sentatives of public and private interests have
been integrated into the task force’s recom-
mendations to the Secretary; many more sug-
gestions are included in the commissioned
papers contained in this volume.

For many years, research into suicide con-
centrated on the well established relation-
ship between suicide and psychiatric
disorders in adults, usually white males over
the age of 40. Intervention and prevention
efforts generally involved the detection and

treatment of mental illness, most commonly
depression. Recent research, however, sug-
gests that among the young, the patterns of
suicide differ from the traditional picture;
only a portion of young people who commit
suicide are known to have a diagnosable
mental disorder. Many investigators now
believe that treatment modes used for adults
(e.g., treating depression) will not be effec-
tive with young people and that conclusions
drawn from research on adults cannot be
generalized to youth.

From the conference on risk factors, we
learned that a multiplicity of factors con-
tribute to a young person’s decision to end
his or her life, and from the conference on
prevention and interventions that no single
therapeutic model is ideal to combat the
problem; multiple interventions are neces-
sary. Clearly, we need to know a great deal
more about the usefulness and effectiveness
of interventions. Good epidemiologic data
onsuicides will help in identifying risk factors
and in planning prevention and intervention
approaches targeted to specific needs in the
populations at risk. We need to evaluate
carefully the services now in use and to
develop well-planucd interventions that in-
clude rigorous analyses and interpretation of
results.

The participants in the conference believe
that the precursors to suicide can be treated
and that many potential suicides can be
redirected toward alternate, life-sustaining
choices. Success will require the combined
efforts of all sectors of society: parents, peers,
and caring people; and professionals in the
fields of health, education, social and mental
health services, collaborating to prevent a
broad range of self-destructive behaviors in
youth,

CONFERENCE SUMMARY

Suicide is a rare phenomenon, affecting
about 1 out of 10,000 people. Most of our
knowledge about the causes and prevention
of suicide is based on relatively few cases.
Research projects studying young people

12
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are, with a few exceptions, poorly designed,
lack adequate comparison groups cr realistic
outcome measures, and often involve too few
subjects to be considered statistically sig-
nificant.

A strategy for prevention of youthful suicidal
behavior must reconcile two points of view.
One view sees completed suicides as the cul-
mination of processes that begin with some
problem early in life-educational, be-
havioral, family, psychosocial, physical-and
progress along a continuum of suicidal
thoughts, attempts, and finally successful
suicide. Many of these young people are
highly vulnerable to the stresses of life and
they are unable or refuse to adapt to life con-
ditions. Inability to cope with these problems
may be predictive of a number of self destruc-
tive behaviors, including suicide threats, at-
tempts, and completions.

The other point of view characterizes at-
tempted suicides and completed suicides as
distinct but overlapping entities. An es-
timated 25 to 40 percent of those who com-
plete suicide are known to have made a
previous attempt.

A prevention effort for the former entails a
broad-based primary intervention at early
points along the continuum, while the latter
group requires an approach tailored to a
smaller group of individuals whose charac-
teristics or specific problems place them at
high risk for suicide. A prevention program
targeted only to those with demonstrable risk
factors may miss reaching some potentially
suicidal individuals in the larger population;
on the other hand, a broad-based effort re-
quires a large cohort, but one in which low
risk individuals may be strengthened while
helping those who need to be helped.

Primary prevention in youth suicide

The concept of primary prevention dictates
that preventive efforts, grounded in a sound
knowledge base, be administered before
signs of a condition or probl=m develop. For
suicide, this refers to any intervention that
reduces the possibility of suicide by an

adolescent. Because the pathways that led to
suicide are so varied, the issue of when to
apply primary prevention may become a
problem. For example, should efforts be in-
stituted when a specific disorder identified
with suicide appears? Or, should efforts
begin when risk factors appear, such as early
trauma, sexual identity problems, drug
problems, or negative social behavior?

Dr. Felner (see paper, this volume) avers that
youth suicide is part of a developmental pat-
tern of general emotional and behavioral
problems related to stress, including depres-
sion, acting out problems, risk-taking and
other self-destr:.ctive behaviors such as al-
cohol and substance abuse, confounded by
the intentional, perhaps impulsive, use of
lethal means.

A broad-based primary prevention model as
proposed by Dr. Felner involves two
strategies. One strategy would be devoted to
modifying social systems in which youth func-
tion in ways that make the youngsters’ en-
vironment less difficult to adapt to. Making
the school environment less anxiety-produc-
ing, for example, might affect the mental
health and well-being of individuals such that
stress is reduced and life opportunities are in-
creased. The second strategy seeks to help
youths develop skills that enable them feel
better about themselves and less anxious
about the future. Enhancing young persons’
problemsolving, decisionmaking, and coping
skills through educational programs and sup-
port networks are examples that might equip
youngsters to function better in their en-
vironment.

While broad-based prevention programs re-
quire exposing a very large population of
children to a "treatment," reducing suicide is
not the only expected outrome. Numerous
beneficial effects are possible with this ap-
proach that may generate better mental
health even among persons at low risk for
suicide including enhancing self-esteem,
reducing school failure, increasing the sense
of control young people have over their fu-
ture, and reducing depression and a range of
other health-related risky behaviors in
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adolescents.

The effects of primary prevention are hard to
isolate from other variables that may in-
fluence a potential suicide. Few data, no es-
tablished models or sound evidence suggest
that a broad-based primary prevention ap-
proach would be effective in reducing suicide
among young people. Before proceeding
with such a costly effort, models confirming
the benefits of such programs need to be
tested and evaluated.

Overview of prevention activities

Opinions of scientists in the field vary regard-
ing the relationship between suicide at-
tempters and completers. Data on
unsuccessful suicide attempts are skimpy and
uncertain, and it is not clear to what extent
the psychological pr.blems of attempters
resemble those of completers. Nevertheless,
it seems prudent to regard any suicidal be-
havior as presaging completion. In his
review, therefore, Dr. Shaffer addressed a
wide range of primary and secondary preven-
tion activities (See Shaffer, this volume).
The primary prevention activities critiqued
by Dr. Shaffer include providing psychiatric
care to vulnerable groups; increasing sen-
sitivity of school personnel to the characteris-
tics of the suicide-prone child, and providing
skills for teachers, counselors, and other
pupils to use when theyidentify a child at risk;
providing information on suicidal behaviors
to school children; encouraging students to
talk about their suicidal thoughts; suggesting
referrals to students suspected to be at risk;
and intervening early and treating conditions
which are known to predispose toward
suicide.

Secondary prevention encompasses ac-
tivities directed toward preventing comple-
tion of suicide among persons who have
already threatened or attempted suicide.
Approaches include psychological treatment
for suicidal individuals, providing emergency
crisis intervention at times of maximal stress
(including crisis centers and telephone hot-
lines for counseling and referral), and ongo-
ing treatment after the crisis has passed.

Identifying suicidal youth through
psychological autcpsies

The psychological autopsy is a method used
by investigators to obtain more information
about suicide victims with the goal of iden-
tifying a set of conditions or warning signs
which may predict other suicides. (See Lit-
man, this voluine.) Through interviews with
family members, friends, teachers, and other
contacts, the researchers attempt to
reconstruct the lifestyle, symptoms and be-
haviors, personal and occupational histories,
and medical records of deceased persons.

Psychological autopsies of adults show that
depression and alcoholism account for most
suicides. Analyses of younger victims,
however, show that while adolescent suicides
are preceded by psychological maladjust-
ment, fewer young suicide victims suffered
from depression; most had a combination of
affective and antisocial, aggressive be-
haviors. The largest group of young suicides
(mostly males) are those with conduct or per-
sonality disorders, often mixed with drug use.
These include impulsive or antisoc:al young
people, many of whom had gotten into some
kind of trouble. Another group (usually
females) suffer from depression. A third
group of suicides consist of youngsters who
are compulsive, hard striving perfectionists,
socially inhibited and prone to extreme
anxiety in the face of any social or academic
challenge. A proportion of youngsters do
not appear to have diagnosable psychologi-
cal disorders and their emotional or
psychological problems are sometimes un-
recognized and untreated.

The researchers further found that adoles-
cents who were presuicidal differed from one
another in behaviors, psychological diag-
noses, and responses to environmental stres-
ses. School problems and conduct disorders
were common as were social withdrawal and
friendlessness. Some were high achievers,
some were low achievers. The breakup of a
relationship was a traumatic factor strongly
contributing to suicide. Many suicide victims
had been exposed to suicide previously

14



}

National Conference on Prevention and Interventions

through suicidal siblings, friends, parents, or
other relatives. Many had thought about,
threatened, or made a previous suicide at-
tempt.

What all had in common were periods of
hopelessness .\nd thoughts of death as a solu-
tion to thei, problems. Most of the
youngsters gave clues to their suicidal inten-
tions, to a peer, a family member, or a profes-
sional person, either verbally or by their
behavior. These clues might be construed as
"reaching out for help." Clues, however,
were often recognizable only in hindsight be-
cause adolescents tended to camouflage
them well. About half of the young suicides
had recent, but brief contact with the mental
bealth system. In fact, a major problem with
young people at risk for suicide is getting
them into a therapeutic contact and keeping
them there. Families and therapists tend to
ignore or deny clues to suicide, thus making
it even more difficult for a child in trouble to
enter treatment.

Role of alcohol and substance use

Few clinicians doubt the close association of
alcohol and heavy drug use with suicide. An
estimated one-half of all suicides are as-
sociated with alcohol use. The effects of
chronic drug use increase the likelihood of
depression, despair, and feelings of hopeless-
ness. Dr. Meeks points out that a great deal
of depression found in chemically dependent
individual- is a result of addiction rather than
its cause (see Meeks, this volume). Chronic
use of cocaine, for example, produces
depression and dysphoria. These drug ef-
fects are enhanced in adolescents who are
developing emotionally and physically.
Adolescents heavily involved in drugs are
particularly susceptible to increasing feelings
of guilt resulting from the loss of judgment
and self control, alienation from families,  :-
cumulating failures, and perscrally unaccep-
table behaviors which the adolescent had to
perform in order to get drugs. Although
these feelings may be denied at first, con-
tinued drug use coupled with the feelings of
uselessness, failure, and confusion, eventual-

ly may overwhelm the young person and lead
to suicidal behavior as a way out of
psychological pain.

In addition to depression, other frequently
observed factors make chemically dependent
youngsters more vulnerable to suicide: a
strong family history of alcoholism or other
drug abuse, and a recent loss or separation
(most commonly parental separation or
divorce).

In treating suicidal adolescent drug users, the
crucial aspects in preventing suicide are
recognizing when the adolescent is in crisis
(e.g., stating a desire to die) and providing
care and protection at the time. These
patients are difficult to treat partly because
adolescents and their parents resist treat-
ment and try to make the process as difficult
as possible. In addition, the underlying
problems that led the youngster to use drugs
in the first place are difficult to change on a
permanent basis. They require long-term
trecatment and continued alertness to the
recurrence of suicidal risk. A team approach
treatment--involving family, friends, and
peers--seems to work well for chemically de-
pendent adolescents.

MINORITY AND GAY YOUTH

Some young people may respond to external
pressures with which they cannot cope by ex-
hibiting self-destructive behaviors, the most
extreme of which is taking one’s own life.
Suicide victims who are homosexual, belong
to minority groups, and children who are un-
duly influenced by violence in the media may
fit this model.

Many significant life events ultimately deter-
minz one’s behavior, personality, and coping
styles. Adolescence is a turbulent period
filled with many complex physical and
psychosocial developmental problems which
make the transition from childhood to adul-
thood difficult. A major developmental task
for adolescents is to establish a stable iden-
tity. Adolescents are beginning io develop
sexually and trying to understand their sexual
identity. Those who have homosexual ten-

3 3-9
15



Report of the Sacretary’s Task Force on Youth Suicide

dencies are confused about their feelings and
face a tremendous internal struggle to under-
stand and accept themselves,

Stresses related to being a member of a
minority group in the United States may com-
plicate the adolescent maturing process. En-
vironmental factors and conflicts a young
person encounters in reconciling minority
cultures with the dominant American culture
have been postulated as contributing factors
to suicides among black, Native American,
Hispanic, and Asian youth.

Gay youth

Gay and lesbian youth are two to three times
more likely to attempt suicide than other
young people (See Gibson, this volume).
Gay youth { «ce a hostile and condemning en-
vironment, verbal and physical abuse, and
rejection and isolation from families and
peers (an estimated 25% of young gay males
are forced to leave home because of conflicts
over their sexual identity). The traumatic
consequences of these external pressures
make gay, lesbian, bisexual, and transsexual
youth more vulnerable than other youth to a
variety of psychosocial problems and self-
destructive behavior, including substance
abuse, chronic depression, relationship con-
flicts, and school failure, each of which are
risk factors for suicidal feelings and behavior.

Help for these adolescents needs to derive
from all levels of a society that stigmatizes
and discriminates against gays and lesbians.
For example, mental health and youth ser-
vice agencies can provide acceptance and
support for young homosexuals, train their
personnel on gay issues, and provide ap-
propriate gay adult role models; schools can
protect gay youth from abuse from their
peers and provide accurate information
about homosexuality in health curricula;
families should accept their child and work
toward educating themselves about the
development and nature of homosexuality.

Minority youth
Data show that the highest suicide rates
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among minorities (Native Americans, blacks
and Hispanics) occur in the younger age
groups, a pattern that differs from whites
among whom suicide rates increase with age.
Strong cultural traditions and social support
systems among minority groups ac: believed
to play a role in protecting older age groups
from suicide.

Because minority groups are made up of
many different cultural entities, one must be
cautious about using aggregate data to
generalize about a segment of a larger group.
For example, Hispanics include people with
Mexican, Cuban, Puerto Rican, and other
Latin American heritages; Native Americans
include members of more than 500 federally
recognized tribes, many of whom have dif-
ferent languages, customs, and cultural tradi-
tions.

Native Americans
Dr. Thompson (see report, this volume)

_points out that a true picture of suicide

among Native American youth may not be
accurate from the aggregated data furnished
by the Indian Health Service (IHS). Suicide
rates vary considerably among individual
American Indian tribes and data from a few
tribes cannot be generalized to all Indians.
Several other reasons contribute to the un-
reliability of American Indian suicide data;
few data are available on American Indians
who live outside IHS service areas and off
reservations. American Indians living in
urban areas may not be correctlyidentified as
Indians on death certificates; deaths may not
be reported as suicides partly because of
reluctance to bring adverse publicity to an
American Indian community; and small
changes in raw numbers of suicide may look
very large in terms of changes in rates.

The IHS, nevertheless, reports an average
rate of 27.9 suicides per 100,000 Native
Americans of ages 15 to 24 during 1981 to
1983; the suicide rate for all Americans 15 to
24 was 12.2 during the same time period. The
base population, however, used by the IHS
to calculate these rates has changed over
time, thereby presenting problems in observ-

16



National Conference on Prevention and Intarventions

ing suicide trends. Suicide patterns among
Native Americans differ from those of their
white peers in that the peak rate of suicide
occurs between ages 15 through 24; white
suicide rates are higher after age 35.

Preventive interventions for Native
Americans should focus on those com-
munities which can be demonstrated by
epidemiologically sound research to have a
problem needing a specialized response. A
better approach is needed for suicide data
collection and data comparisons. Addressing
the enormous cultural conflicts between the
white and Indian cultures is a necessary
preventive strategy. Other efforts, such as
primary prevention and early recognition
and treatment of the social and psychiatric
conditions which lead to self-destructive be-
haviors, must be p'anned in conjunction with
the individual tribes themselves with un-
obtrusive measures and with cultural sen-
sitivity.

Blacks

Dr. Baker (see report, this volume) reviewed
black suicide rates and characteristics of
black suicide attempters in an effort to dis-
cern reasons for the large increase in black
suicide rates for 15 to 24 year olds--from
4.9/100,000 in 1950 to 11.1 in 1981. Except
in specific instances, the suicide rate for
blacks is roughly half as great as among
whites for both males and females. Black
male suicides outnumber black females by
about 4 to 1.

Many scientists have suggested that the
lower suicide rates reflected astrong support
system in traditional black culture, rein-
forced by the black church and social and
fraternal organizations, but that marked
sociocultural changes in black families and
black communities have caused those institu-
tions to lose their appeal to many black

people.

Dr. Baker discusses several theories that
have been advanced to explain the rise of
suicide among blacks, but only the theories
which emphasize interpersonal conflicts,

familial discord, financial concerns, and the
impact of poverty and racism on the in-
dividual and his family seem to hold up as
specific etiologies of suicide attempts and
completions among blacks.

Primary; ‘eventive strategies, Dr. Baker sug-
gests, should focus on helping black youth
understand the sources of their stress and
identify effective action. For example, im-
proving families’ knowledge of symptoms of
mentalillness and alcohol and drug abuse will
allow a family to seck help before a destruc-
tive episode occurs. Secondary prevention
should focus on evaluation and crisis inter-
vention for suicide attempters and their
families, and, to prevent further suicide at-
tempts, provide a family with alternatives for
help in the event of a future crisis.

Hispanics

Suicide data on Hispanic youth were ob-
tained from five southwestern States where
more than 60 percent of all Hispanics in the
United States reside (see Smith, this
volume). The suicide rate for Hispanics
(mostly Mexican-American in this
geographic area), is lower than the rate for
non-Hispanicwhites but higher thanrates for
blacks. Young Hispanic males, however, in
the 15 to 19 year age group, have a slightly
higher suicide rate than non-Hispanic white
males in the same age group. Contrary tothe
patterns observed among non-Hispanic
whites for whom the suicide rate increases
with age, the highest suicide rates for
Hispanics occur in the 20 to 24 year age
group. The ratio of male to female suicides
is 4.3 to 1 for Hispanics.

The lower overall suicide rate among
Hispanics likely reflects the strength of
Hispanic cultural traditions in which close
family ties along with the desire not to
dishonor one’s family through suicide
decrease the risk of social isolation. The ex-
tent to which these cultural traditions con-
tinue to be held within Hispanic communities
may influence the futureincidence of suicide.
As younger Hispanics become assimilated
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into American culture, Hispanic traditions
may lose their power to influence behavior.
Hispanic youths, caught between traditional
values and their experiences in the larger so-
cial order, coupled with the marginal
socioeconomic status of this group, may ex-
perience stresses that explain the younger
age distribution pattern of Hispanic suicide
victims.

Asian-Americans

Very few studies have examined suicide
among Asian American youth. Awvailable in-
formation indicates that Chinese, Japanese,
and Filipino male suicide rates are generally
lower than those of American males except
inthe oldest age groups. Dr. Yu analyzed the
sparse suicide data for Asian American (see
this volume). By calculating proportional
mortality rates, Dr. Yu showed that, within
Chinese and Japanese-American popula-
tions, suicides have risen dramatically be-
tween 1970 and 1980. Possible explanations
may be rooted in the social problems faced
by young Asian Americans in their struggle
to excel and establish themselves in
American society.

Influence of the media on suicide

Asocial factor often cited as having an effect
on suicide is the popular media. Several re-
search projects have suggested that violence
on television leads to imitative aggressive be-
havior by children and teenagers.

Other studies suggest that televised news
stories or fictional portrayals of suicide con-
tribute to suicidal behaviors among young
people with imitative behavior of suicides.
One study reported an increase in teenage
suicides during the week following news or
featurestories about suicide. Anothergroup
analyzed the effect of four fictional television
programs about suicide that were broadcast
in the New York City area. Much advance
publicity generated public awareness of
youth suicide and some areas provided
telephone hotline numbers and information
about local crisis services. The rates of both
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completed and attempted suicides rose in the
two weeks following the telecasts.

In his review, Dr. Berman (see this volume)
believes that television’s influence on
suicides is equivocal. Broadcasts portraying
violence or suicide (including news reports of
celebrity suicides) might influence the
method of suicide in pe.sons already
predisposed to killing themselves, but are un-
likely to entice nonsuicidal youngsters.

As a significant part of the sociocultural
:nilieu in which children are raised, television
and other mass media have the potential to
profoundly alter the message environment to
which children react. The best use of the
media for prevention may be in prosocial
education in early childhood. Cooperation
between media representatives and
suicidologists might be useful in establishing
guidelines for news reports and fictional
presentations of suicides. Public informa-
tion campaigns for suicide prevention should
be guided by principles, learned from other
health promotion campaigns, regarding dis-
semination, targeting, timing, frequency, and
duration of messages. A media campaign
should be reinforced by supplementary ef-
forts in the home, school, or other settings
where interpersonal communication is
promoted. Careful evaluations must be in-
corporated into a public information cam-
paign to establish rational bases for future
campaigns.

Religlous bellets and family
structure

Religion and the family are social contexts in
which people are physically, emotionally, and
psychologically bonded. Religious committ-
ment and strong family ties, in general,
provide protection from suicide by promot-
ing shared values, strong social interactici
and supportive connections with other
people. The greater the intensity of people’s
ties and connections with each other, the less
chance there will be of suicide.

18



National Conference on Prevention and Interventions

Criminal and juvenile justice

Each year about a half million juveniles are
put in adult jails. The risk of suicide for these
young persons is particularly high. Jails are
frightening, intimidating environments,
especially for youngsters detained for the
first time. Although many facilities have in-
corporated special precautions to minimize
the opportunity for suicide and prevent
detainees from taking their lives, the suicide
rate for juveniles in jails is five times higher
than the national rate.

Most of the juveniles arrested are coming out
of drug or alcohol intoxication, runaways,
children fleeing from abuse or neglect, or are
retarded, disturbed, mentally ill, or hand-
icapped individuals. Approximately 10to 15
percent of young people are jailed for
violence offenses. For all of them, the first
few hours of confinement are the most
dangerous.

Young people who have been arrested
should be evaluated by a mental health
professional to determine whether incar-
ceration or hospitalization is appropriate. If
placed in jail, careful observation, separation
of juveniles from adults, and removal of per-
sonal items that can be used as a means for
hanging might reduce the chance of suicide.

COMMUNITY EFFORTS IN
SUICIDE PREVENTION AND
INTERVENTION

Various suicide prevention programs
emerged during the 1960s and expanded
rapidly during the 1970s, but little attention
was paid, until relatively recently, to the
specific needs of young people. Very few
reports appeared in the health or social
scientific literature addressing detecticn and
treatment of suicidal behavior in the young.

Among the earliest prevention concepts
were the suicide prevention centers, which
were consortia of psychologists, social
workers, psychiatrists, and trained volunteers
combiningsuicide research with treatment of
troubled individuals. Although supported
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initially with Federal funds, many suicide
prevention centers evolved into locally
funded, community-based services. About
1,000 suicide prevention programs or crisis
programs, exclusive of community mental
health programs, are in operation in the
United States today; about 200 are specifical-
ly called suicide prevention centers. Most of
the program names, however, e.g., crisis cen-
ter, telephone hotline, reflect a broader,
crisis intervention purpose th.a suicide
prevention. They offer counseling, caring
voices and listeners (by telephone or in per-
son), and other crisis services such as short-
term therapy delivered by trained
para-professionals. These programs
generally focus their efforts on adults, but
with the increasing importance of youth
suicide, some, but not the majority, of these
programs have established components
specificaily directed at adolescents (see
Comstock, Simmons, Franklin, this volume).

Centers usually have referral networks--a
consulting staff of health professionals, ac-
cess to other community sevvices such as law
enforcement, social service or mental health
agencies, and emergency medical personnel,
to serve as back-up resources.

After a teen’s suicide, the surviving parents
and siblings experience zignificant stress and
dysfunction. Many centers, as well as private
therapists, offer grief counseling to help
family members, friends, and peers to deal
with the pain, guilt, anger, and other emo-
tions following a suicide. Counseling sur-
vivors often includes examining the
emotional and mental problems experienced
by the young suicide victim for the purpose
of making it more difficult for survivors to
identify with the dead person. Such therapy
helps to lessen the chances of suicide by
bereaved persons. (See Mitchell, this
volume.)

Role of volunteers

Eighty percent of the suicide prevention
centers in the United States operate with
nonprofessional volunteers as their primary
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staff. In fact, the centers are one of the few
instances in which trained, lay volunteers
provide clinical services that had traditional-
ly been provided by professionals. The crisis
worker’s role is to establish a rapport with a
caller, listen to a person’s description of his
problems, and work with him in setting a
course of action. (Some researchers have
reported that people with professional train-
ing are not demonstrably more effective than
lay volunteers as crisis intervention workers.)
Since the early 1980s, operating standards for
suicide prevention centers and training and
performance evaluation criteria for volun-
teer crisis workers promulgated by the
American Association of Suicidology have
made progress in alleviating public mistrust
and professional skepticism about crisis in-
tervention techniques and volunieer crisis
workers. (See Wyatt, thisvolume.) Whether
health professionals or lay volunteers serve
as crisis workers, special training as well as in-
service training is necessary to maintain the
unique andspecial skills required for crisis in-
tervention and suicide prevention.

Caring and intelligent young people can also
be involved in suicide prevention strategies
(see Bolton, this volume). Young people ex-
perience many losses and stresses (including
body changes, moving away from friends and
support groups, and living up to parental and
social expectations) and need help in ac-
knowledging and understanding their feel-
ings and coping with sorrow and anger. With
proper help and guidance, young people can
take charge of their own lives, handle crisis
and solve problems and feel valued and
worthwhile.

An independent suicide prevention or-
‘ganization is The Samaritans, founded in
England in 1953. (See Katzoff, this volume.)
Samaritans have 275 branches worldwide and
14 branches in the United States. The
branches provide walk-in and 24-hour
telephone crisis services for lonely, suicidal
individuals. Volunteers offer "befriending”
by listening without judging, offering un-
wanted advice, or intervening without being

asked. With the caller’s permission. volun-
teers can call in professional consultants.
Several branches provide outreach programs
such as developing school curricula on
suicide awareness, distributing literature,
and providing speakers for schools and
universities.

Despite the variety of programs and com-
munity agenries available to assist young
people in dealing with stressful situations, to
obtain help, young people must be able tc
identify the appropriate community agencies
(e.g.,emergency medical centers, community
mental health agencies, child abuse services,
crisis hotlines or help centers). A high leve;
of community awareness must be achieved
and sustained over time in order to ficilitate
knowledge about resources available within
the community which can provide sz:rvices to
people under various forms of stress.

Effectiveness

Of the wide range of interventions that ad-
minister to young peopie at risk for suicide or
who have attempted suicide, little is known
about their effectiveness--whether the inter-
vention can prevent suicide or suicidal risk.
The conference presenters emphasized that
no evaluati 'n studies of preventive activities
targeted exciusively to young people ap-
peared in the scientific literature. For ex-
ample, no data demonstrate that the
numerous community-based suicide preven-
tion programs for young people (telephone
hotlines, school-based suicide education
programs, peer support groups, counseling
of runaways, and similar attempts) are effec-
tive in preventing suicides. The same applies
to psychiatric or psychological therapy and to
other services that include suicide preven-
tion as part of their missior, such as mental
health centers, clinics, or counseling agen-
cies.

EARLY DETECTION AND
TREATMENT

Awide range of psychological, sociological or
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psychiatric theories attempt to explain
suicide among the young. Adolescence is a
time when youngsters experience important
physical and emotional changes, feel new
desircs, develop asense of identity, and break
the dependent bonds formed in childhood
with parents. For some youngsters, this is a
time of profound sadness, stress, and loss,
causing serious mental and emotional adjust-
ment problems. Understanding the be-
haviors and life events that precede suicide
are essential to designing models for detect-
ing a poential suicide, preventing the act,
and treating the individual.

Datection

Prevention would be most efficient if we:
could identify some common characteristict
which allow individuals who have a high
probability of later suicide to be identified
and brought into a prevention program. Drs.
Blumenthal and Kupfer (see paper, this
volume) have proposed a three-level mod~’
for detecting potentially suicidal behav. .
The first level represents a detection strategy
in which high risk groups are identified and
"red-flagged" for tracking and educational
purposes. While level I includes individuals
who are not in immediate danger of suicide,
they have certain risk factors such as being
children of substance abusing parents, or
children who have experienci:d extreme
stress such as divorce or the recent death of
a parent. Level II deals with young persons
with major behavioral symptoms who dc not
meet criteria for a psychiatric disorder, but in
whom assessment and intervention may be
required. Children with emotional difficul-
ties, learning disabilities, extreme aggressive-
ness, runaways, and those with severe
self-esteem problems fall into this group.
Level III represents the detection of a
psychiatric disorder of sufficient severity to
require assessment and intervention by men-
tal health professionals.

The authors also propose a theoretical model
of suicidal behavior consisting of five over-
lapping "risk domains" or groups of risk fac-
tors for suicide. Used together with the three

detection awareness levels, the overlap
model of suicide risk may be usefully applied
to treatment, clinical investigation, educa-
tion, and clinical intervention. The five risk
domains are:

1. Psychiatric diagnosis of a patient.

2, Personaiity traits that relate to suicide
such as aggression, impulsiveness, hope-
lessniess, and borderline personality disor-
der.

3. Psychosocial factors, such as the strength
of a person’s social supports, number of
negative life events, and presence of
chronic medical illness.

4, 'Senetic and family factors that predispose
an individual to suicide.

th

- Nizurochemical and biochemical variables
which may indicate a biological vul-
nerability to suicide.

The authors stress that physicians--
pediatricians, iaternists, obstetricians, and
others outside the mental health field--need
to be aware of, recognize, and document
suicidal risk behavior and psychosocial stres-
ses. While health care professionals deal
with stressful health issues such as chronic
diseases or unwanted pregnancies, they often
are unaware of the additional riskimposed by
other factors in the model. Clinicians, there-
fore, should be c¢ducated to diagnosec
psychiatric syndromes and suicidal behavior,
and to intervene and reier when appropriate.

Treatment of adolescent suicide
attempters

Suicide attempters often have a number of
coexisting problems--mood and conduct dis-
turbances, drug and alcohol abuse, aggres-
sion--which zre similar to those of other
psychiatric patients. Suicide attempters are
avery diverse group and it is difficult to know
which problems will improve in therapy, but
in general, suicidal behavior may not change
in the long run.

In his review of treatment strategies for
suicide attempters, Dr. Trautman (€ paver,
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this volume) found that nospecific treatment
approaches--behavioral, psychotherapeutic,
or psychopharamocologic--are superior to
some other treatment or to no treatment at
all. Or, are there specific treatments that are
applicable only to suicide attempters?

Once in the mental health service system
after a suicide attempt, adolescents are dif-
ficult to manage and retain in treatment.
Most drop out early in the course of therapy.
Dr. Trautman estimates that 40. percent of
adolescent suicide attempters do not have a
psychological evaluation and only 20 percent
complete a brief therapy program of three
months. In addition, parents are often resis-
tant to their child’s therapy, may deny the
need for continuing treatment, and refuse to
participate in the child’s treatment them-
selves.

Many suicide attempters have immediate
problems of a brief nature which are often
quickly resolved. Therefore, brief, crisis-
oriented treatment and followup, on an out-
patient basis, makes sense for many patients.
Longer treatment is necessary for more
severely disturbed patients. Good therapy
for adolescents is active, explanatory, teaches
problem solving and other social and be-
havioral skills, and uses outside resources
(cognitive-behavioral therapy meets these
needs). Because parent-child conflict is the
most common immediate precipitating factor
of suicidal behavior, family involvement, with
the goals of decreasing destructive family in-
teractions and increasing communication
among family members, is an essential com-
ponent of successful management of suicidal
adolescents. New approaches, however,
need to be developed to educate families
about the therapy process, reach out to those
who will not or cannot come to a treatment
setting, and attract minority and low-income
families to come for needed therapy.

SCHOOI TASED PROGRAMS
FOR SUICIDE PREVENTION

School-based intervention programs are be-
coming increasingly common, primarily be-
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cause schools offer a good opportunity for
reaching the largest number of young people.
Schools are the most accessible place to
make an early identification of troubled, or
potentially suicidal youth. Many school in-
itiatives in suicide were instituted in response
to local legislation or community pressure
following a wave of suicides within a par-
ticular school or school district.

The types of programs offered in schools and
the populations they serve vary greatly. Dr.
Garfinkel’s review of school programs (see
paper, this volume) emphasizes that success-
ful school programs should integrate an un-
derstanding of risk factors for youth suicide,
behavioral characteristics and clinical
symptoms of suicidal individuals, and various
psychosocial stressors experienced by
suicidal adolescents. He proposes several
components that he believes are critical in
developing effective school-based preven-
tion programs:

¢ Early identification and screening by
teachers and other school personnel,
which includes recognizing certain be-
havior patterns and stressful life events
that suicidal adolescents experience.

o Comprehensive psychological testing
and psychiatric assessment of students
identified as needing further evaluation.

¢ Crisis intervention and management.
Other individuals--for example, coaches,
clergy, social workers--who may be able
to provide help, should collaborate in
therapy as part of a suicide prevention
team, which should be present in every
school. The team should act as an advo-
cate for any youngster suspected of being
at risk for suicide.

e Programs immediately following a
suicide of a young person in the com-
munity. These efforts aim at preventing
imitation and deemphasizing feelings of
guilt, responsibility and anger from over-
whelming the survivors.

e Educational programs for students,
teachers, and administrative school per-
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sonnel to develop sensitivity and aware-
ness of youth suicide. School programs
that deal with raising awareness of the
student body to suicide and its preven-
tion include discuss:ons led by trained
professionals that encourage students to
discuss suicidal thoughts, talk about feel-
ings for friends lost to suicide, and discuss
how friends can help when a troubled
youngster is identified.

Many school programs do not deal
directly with suicide, but are designed to
help youth function better in their en-
vironment by developing skills to cope
with stressful life events, communicate
more clearly, recognize depression in
themselves and their peers, and feel bet-
ter about themselves.

¢ Community linkage and networking.
Any given school’s suicide preveation
team should link with other school dis-
tricts and community social service and
mental health resources in order to
provide information or special resources
in facilitating referrals for treatment and
followup for young people at risk, or
after a crisis or suicide attempt. Net-
working further includes coordinating
community needs for education
programs, and resolving media issues
dealing with public coverage of suicides.

No one has been able to demonstrate that
school programs directed to students or
school personnel are effective in reducing
suicide. In fact, school suicide prevention
programs have generated controversy in
some communities. Some parents fear that
open discussion will introduce the idea of
suicide to teenagers who were not suicidal,
and some school officials believe that the
many demands on the school system and
limited funding for special initiatives
preclude suicide prevention programs.

Others, however, believe that numerous
beneficial effects are possible. For example,
open discussion of suicide might facilitate
disclosure of some student’s preoccupations
with suicide, which in turn will lead to inter-

ventions to reduce the risk of suicide. Im-
proving coping skills might aid in raising self-
esteem, reducingschool failure, and reducing
depression and self-destructive behaviors,
thereby generating better mental health
even among persons at low risk for suicide.

In the long run, we must work toward the
rigorous evaluation of in-school suicide
prevention programs on a large enough scale
to provide statistically significant results of
their effectiveness.

RISK REDUCTION

The cost of suicide in terms of mortality, the
effects on lives saved, and the costs of health
care are great. The numerous factors as-
sociated with suicide are far reaching and
deeply rooted in the problems of society,
family, and the biological makeup of the in-
dividual. Each of these issues suggests a
specific set of interventions. Dr. Cantor (see
paper, this volume) discusses a variety of in-
terventions aimed at reducing risk of suicide
through changing the environment in which
young people function. She concludes that
the interventions most likely to have the
greatest impact on youth suicide are:
decreasing the cultural pervasiveness of
violence; limiting the availability of lethal
agents such as firearms, medications, and
drugs and alcohol; and instituting education-
al programs for youth, parents, and the
public. Training others who come into con-
tact with young people--school personnel,
primary care health professionals, youth
group leaders--to be aware of the warning
signs of a disturbed youngster offers a way to
bring young people into the helping system
early enough to avoid feelings of hopeless-
ness which can precede suicidal behavior.

Suicides are rare events that are difficult to
predict, and effective interventions have not
been identified even for the groups at highest
risk--suicide attempters and psychiatric
patients. Screening large high-risk popula-
tions is very expensive and catches relatively
few suicides. Limiting screening to smaller
high-risk groups yields even fewer suicides
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such that the overall reduction in suicide is
minimal. Introducing risk reduction
measures enables young people at highest
risk to be identified so that intensive and
specific therapeutic interventions may be
provided.

CONCLUDING NOTE

A considerable amount of energy and good-
will, human sensitivity and kindness has gone
into suicide prevention activities. The costs
are, for the most part, very high and little
evidence demonstratcs their effectiveness.
Even though full knowledge of the etiology
of suicide is not in our grasp and research on
preventive strategies is not yet complete, the
time for action is now. To postpone attempts
at preventive interventions until answers are
provided by experimental programs would be
to ignore common sense and clinical ex-
perience. We must continue with new ideas
and fresh strategies, trying new approaches
until evaluative studies point the way. Fur-
ther, interventions must integrate the iverse
interests in the field, public and private, and
involve a wide variety of support systems
within the youngster's environment--family,
school, business and industry, health care
professionals, and social and religious institu-
tions. As new data emerge, the strength of
the scientific base of suicide prevention will
expand.

The following major topics were convened in
the papers presented at the conference on
prevention and interventions:

1. Better statistical data on suicide and
suicide attempts by persons betwcen ages
15 and 24. Suicide, to an unknown extent,
is universally understated as a cause of
death in vital statistics. This underreport-
ing results from difficulties in establishing
suicidal intent, practical considerations
(such as the loss of insurance benefits),
and the social stigma associated with
suicide. Probiems with determining eth-
nicity of a decedent may cause under-
reporting of deaths in minority groups.

2. Epidemiologic analysis of suicide patterns
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to facilitate identification of risk factors,
high risk groups, and trends in suicide.
Epidemiologic and empiricai evidence is
needed to lay the groundwork for a scien-
tific understanding of youth suicids.
Research should focus on the nature, e:-
tent, and consequences of drug and al-
cohol abuse among youth, as well as the
influence of mental illnesses such as
depression, on risk and as precursors of
suicide.

. Newstrategies for piimary prevention and

treatment. There ate few specific models
of primary prevenfion programs and little
or no information on the effectiveness of
such programs on suicide. Development
of new techniques in primary prevention
should be encouraged and tested ap-
propriately. Treatment techniques simila.
to those used to treat depression in adults
are not, in general, applicable to young
people. The mental health community
must develop ways ot identifying the early
signs and behaviors related to suicidal in-
tent and design specific interventions for
those at varying degrees of risk. The ap-
propriateness and effectiveness of in-
dividual and group therapy must be better
understood.

. Research into community level interven-

tion efforts. While the nonmedical com-
munity has responded to suicides by
establishing crisis services, such as
telephone hotlines or drop-in clinics, more
research is needed to investigate whether
these approaches are effective and how
they may be made more effective. These
services need to be publicized in such a
way that teenagers can identify an ap-
propriate community agency (or suicide
prevention hotline) to assist in coping with
a stressful situation. Specialized training
in suicide prevention should be provided
to persons who give help to young people
at risk for suicide.

. Understanding the special conditions cf

minorities. Attention needs to be given tc
the unique needs of gay, lesbian, black,
Hispanic, Native American, and Asian
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youth, who may perceive a different and
sometimes hostile world.

. Education of the public. The general

public and especially those who are in con-
tact with youngsters, such as parents,
teachers, and other gatekeepers (includ-
ing the broadcast and print media) should
become aware of the warning signs and cir-
cumstances that may lead to suicide.
Young people should become aware that
they can receive help in dealing with their
problems. Special care must be taken to
ensure that discussion of suicide does not
become a stimulus rather than a deterrent.

. School-based programs for prevention.

Schools are one place for identifying youth
atrisk. School personnel, working with, or
being trained by professionals, should
develop screening methods for identifying
children who may be experiencing stresses
and personal problems. Prevention and
intervention techniques and curricula for
educating and counseling young people at
risk and their peers are also needed. Al-
though effectiveness has not been proved,
teaching youngsters psychological
strategies such as skills for coping with
stressful life events, problemsolving,
decisionmaking, confrontational skills,
communication skills, and building self-es-
teem can be helpful for all young people.
Schools should develop networks with
community and professional groups such
that teenagers with problems can be
referred appropriately for treatment.

8. Developing services to detect and treat

potentially suicidal young persons. Better
methods of detection (triage techniques)
in hospital emergency rooms should be
developed to detect whether self-inflicted
injuries are indeed suicide attempts.
Protocols should be developed that
provide for consistent diagnosis and treat-
ment of young people suspected of having
made a suicide attempt. In addition,
methods should be developed to retain
young people at high risk for suicide in a
treatment regimen. Primary care
physicians should take careful histories re-
lated to nersonal stress, substance abuse
and psychological coping skills.
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PRIMARY PREVENTION: A CONSIDERATION OF
GENERAL PRINCIPLES AND FINDINGS FOR THE
PREVENTION OF YOUTH SUICIDE

Robert D. Felner, Ph.D., Professor of Psychology, University of Illlinois at Champaign/Urbana,

Champaign, lllinois

Morton Silverman, M.D., Associate Administrator for Prevention, Alcohol, Drug Abuse, and
Mental Health Administration, Rockville, Maryland

The task that we were asked to address is one
that we found both daunting and important:
to provide a brief overview of the current
state of knowledge in the area of primary
prevention, discuss what we know about cur-
rent research strategies, and link it to what
we know about adolescent suicide, with a
particular emphasis on the implications for
future interventions and research. To begin,
we need a common definition of primary
prevention and then, what we mean by
primary prevention of suicide among
children and adolescents. The essential com-
ponents of the most widely agreed upon
definition of primary prevention are:

1. Primary preventionseeks to reduce ‘he in-
cidence of new cases of a disorder in a
population, as well as the prevalence of
that disorder;

2. A key distinguishing feature of primary
prevention, when contrasted to secondary
or tertiary prevention, is the timing of the
intervention. That is, primary prevention
efforts are by definition "before the fact”
in their application, i.e., before signs of the
disorder are present; and

3. Primary prevention activities are "inten-
tioral” and based in sound generative and
exccutive knowledge bases (Cowen,
1983).

We have learned these principles from prior
intervention efforts and well articulated con-
ceptual frameworks or theoretical models.
Now let us see what happens when we apply
these issues to youth suicide.

Being less certain of our expertise regarding
suicide, per se, than we were about adoles-
cence and prevention generally, we turned to
the work of some colleagues, particularly
those who, by their inclusion on this program,
we could identify as experts in the area of
suicide. Our first hope was that their work
wold tell us just when we could first identify/
categorize someone as suicidal (so we would
know whom to target and if we prevented it).
We also hoped the work of others would
provide us with a thoughtful perspective on
the current state of our knowledge concern-
ing the causes of suicide so that we could then
tie all this up in a neat set of suggestions for
prevention. What we found was a field
where the "answers", to our questions were
highly ambiguous and, indeed, the data and
models available to support whatever tenta-
tive answers at which we might arrive, was
oftenin the formative stages of development.
The state of the knowledge base specific to
suicide is well articulated by Dr. Maris; he
summarizes the literature thusly: "the fact
remains--and this may come as a surprise to
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most readers,--that few interdisciplinary sur-
veys of suicidal behavior based on systematic
sarmples have ever been done...thus one of
the major problems in understanding self-
destructive behaviors is that the data base for
[generating] such potential explanations is
conspicuously absent” (Maris, 1981, p. 6).
He goes on to note the lack of sophistication
in the designs employed even in those studies
that have been carried out (e.g., lack of ade-
quate comparison groups). Although this
volume is dated 1981, our own reading of the
research which has occurred in the interven-
ing time seems to indicate that little has
changed. While there have been several
notable exceptions--for example, the data
reported by Dr. Maris in his volume and else-
where (Maris, 1985), and efforts by Drs.
Motto and Garfinkel (Motto, 1985; Motto,
Heilbron & Juster, 1985; Garfinkel, Froese
& Hood, 1982) that focus more generally on
"risk" factors--the cumulative weight of
evidence necessary to address our concerns
seemed lacking. Indeed, if one thing seems
clear it is that whatever we knew about
suicide in general, we knew somewhat less
about youth suicide specifically.

Confronted by this state of affairs, it did not
seem that we could make specific recommen-
dations about the primary prevention of
youth suicide because two of the basic re-
quirements, i.., an adequate generative and
executive knowledge base and the presence
of sound conceptual models, did not seem to
be met.

We soon realized there were certain issues,
such as the three identified earlier, that are
basic to the mounting of all prevention

_programs and might be extremely helpful in

moving us toward developing adequate ways
of thinking about the prevention of youth
suicide from the perspective of a "preven-
tionist." Given the current state of the litera-
ture and debate about suicide, its causes, and
its prevention, this literature does not allow
us to answer several basic questions which
need addressing if we are to mount effective
prevention efforts. These include:
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1. When are efforts aimed at the prevention
of youth suicide primary prevention rather
than secondary or tertiary prevention?

2. Who are the groups to whom interven-
tions should be targeted?

3. Where do we intervene, i.e., at the system
or individual level?

4. What are we trying to prevent?

As shall become clear, all of these issues in-
terlock. Thus, conceptual or empirical slip-
page in one area may have » snowball effect.
Let us turn to these issues now in the context
of the youth suicide literature.

The question, "when is an effort termed
primary prevention?" seems to be one which,
by the focus of the suicide literature, if notat-
tended to, could become a source of unin-
tended conceptual confusion and dead-end
efforts. A careful examination of the suicide
literature reveals that an incredibiy broad
array of factors are seen as placing youth and
others "at risk" for self-destruction. Maris
(1982, p. 5) tells us that "under the best of
conditions life is short, periodically painful,
fickle, often lonely and anxiety generating"

.. "only if the human condition were
dramatically changed would suicide change
much" (ibid., p. 6) and, finally, "suicide
derives from one’s inability or refusal to ac-
cept the terms of the human condition” (ibid.,
p.8). The general point is that each of us may
be more or less vulnerable to the stresses and
strains of daily life and, under certain condi-
tions of heightened vulnerability, may choose
a suicidal alternative as the solution for
adapting to these human conditions. By con-
trast, a number of other authors, including
Drs. Garfinkel and Motto, as well as Dr.
Maris in some of his other work, point to
more specific factors such as parental
divorce, a family history of mental illness, in-
creased stress and alienation among the
young, being other than heterosexual in
sexuzl orientation, the presence of depres-
sive symptoms or substance abuse, prior
psychiatric hospitalization, parental employ-
ment history, the occurrence of non-lethal
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attempts or a "suicidal career pattern”, and
the availability of lethal means, as all being
risk or etiologic factors, most of these being
empirically derived from epidemiological
survey research (Garfinkel, Froese, & Hood,
1982; Greuling & DeBlassie, 1980; Maris,
1981; Maris, 1985; Motto, 1980; Motto,
Heilbron, & Juster, 1985; Peck & Litman,
1973).

What becomes immediately apparent from
this non-comprehensive set of risk factors is
that, depending on which ones you elect to
include on your list or to emphasize, the
answers to: "To whom do we target our
preventive efforts?” "What should be the
focus of the intervention?" and "When
should it occur?” are all quite different. The
nextstep is to ask whether conceptual models
or issues existed in the prevention literature
which could help us think about these issues
as they pertain to yc uth suicide. Having thus
redefined the guestions for ourselves, we can
now answer these questions a bit more clear-
ly.

Assuming that primary preventionis targeted
toward people who are not yet showing signs
of disorder, the range of risk factors iden-
tified by suicidologists coupled wiih ques-
tions yet to be resolved, such as whether
unsuccessful attempts are at all comparable
tolethal ones (Garfinkel, etal. 1982), present
real problems for the design of preventive in-
terventions.

Inherent in deciding the target of an inter-
vention is that the timing of prevention is
critical. Given the risk factors noted and a
literal interpretation of the "before the fact”
nature of primary prevention, it could b ar-
gued that any intervention to reduce the pos-
sibility of suicide by an adolescent who has
not yet successfully taken his/her own life
would qualify as primary prevention. Here,
the reasoning goes, since one has not yet
committed suicide one does not yet have the
disorder. This position may seem A bit ex-
treme and certainly a caricature of what a
good prevention definition would b< but for
the fact that it is a position reflected in much
of the risk instrument development research
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(Maris, 1981; Motto, et al. 1985). In these
works, there is much talk of how a suicidal
career, prior suicide attempts, or major
symptoms of depression and psychiatric dis-
order may be "risk” factors. It is clear that
what we are really talking about is identify-
ing predictors of a futvre lethal attempt, not
precursors of suicide that are truly discon-
tinuous with the disorder. The former is, of
course, an important goal. However, iden-
tifying too many risk factors may be more
paralytic than enabling for prevention ef-
forts--particularly for the development of
conceptual clarity to guide us ‘n establishing
a sound knowledge base for the prevention
of youth suicide.

At this point, a key debate in the prevention
literature becomes salient if we are to decide
how and when to move from "risk factors" to
progranss. We need to be clear on how we
answer the questions: a) Do we attempt to
tailor primary prevention programs to the
prevention of a specific disorder, or b) do we
develop programs which are effective in al-
leviating a number of conditions that are an-
tecedent to arange of emotional and physical
problems, including, but not limited to the
target problem?

The "specific disorder prevention" model
rests heavily in a classic medical-public health
paradigm which views diseases as caused by
specific conditions that interact with in-
dividual vulnerabilities, again, specifiable. In
contrast, the antecedent condition model ar-
gues that at least for a wide range of emotion-
al and behavioral disorders, particularly
those related to stress and other elements of
the normal life-course, the specific etiology
model is not appropriate (Goldstein, 1985).

Since many of the conditions that seem to
predict youth suicide (for example, early
trauma, sexual deviance, drug and alcohol
problems, and negative social interactions
(Maris, 1985), predict other } .:dictors of
lethal attempts (such as depression and non-
lethal "gestures”), and are themselves
predicted by these latter predictors, we see
that a "specific etiology” strategy for preven-
tion may not fit the problem. On the other

3-25



Report of the Secretary’s Task Force on Youth Suicide

hand, as Maris (1985) has pointed out, the
overwhelming majority of adolescents do not
kill themselves. Further, we note that the
overwhelming majority of those adolescents
and youth who display the previously iden-
tified predictors and others like them, do not
kill themselves. When viewed this way, it ap-
pears that a specific etiology strategy may be
more relevant. To be sure, a research
strategy that focuses on factors relating to
differential vulnerabilities appears ap-
propriate to both strategies. Resolving this
dilemma at the program implement~tion
level is more difficult. To some extent "they
are both right--and also wrong." This is an
issue that the working groups and the con-
ference must resolve if we are to progress.
We do have some suggestions, however, as to
directions that may be helpful in structuring
the discussion.

We need to distinguish between predispos-
ing conditions, precipitating conditions,
necessary circumstances, and causal factors.
Let us work backwards from the simplest
issue, causal factors.

As should be clear by now, the causes and
pathways to youth suicide are multifactorial-
a set of conditions on which my colleagues
will elaborate furthar, and to which we will
return shortly. Hence, to search for aspecific
etiology or specific set of causal factors seems
somewhat futile and based more on our
desire to emulate medical treatment of dis-
ease than on our understanding of the
phenomena with which we are concerned.
Indeed, even the medical establishment has
embraced the concept of health promotion
targeted at alleviating broadband risk factors
as a major weapon. For us to include such a
strategy under the rubric of prevention is
neither inappropriate nor incorrect. To the
extent that specific causal factors can be
identified, we are generally able to do so only
on a case-by-case basis. But, by this time, we
believe we are far past anything that may be
construed as primary prevention. Although
we may intervene in specitic caus:: factors
and call this effort prevention, in that it may
result in the individual’s retreating from a
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lethal attempt, in every other sense the inter-
vention would be labelled by the medical es-
tablishment as heroic care and late
intervention. Further, if we wait until
specific causal or predictive factors are clear-
ly present, the timing and targeting of the in-
terventions can be determined only at the
level of the individual case. That is not to say
that such efforts are not critical to reducing
youth suicide, but they are not primary
prevention and attempting to label them as
such will simply make the already murky con-
ceptual waters even less penetrable.

Necessary conditions also seem easy to deal
with. The youth needs both the means and
the opportunity to engage in alethal attempt.
The availability of firearms, access to motor
vehicles, "inviting" high places, and certain
drugs may increase the probability of a suc-
cessful attempt. At this point, we should also
recognize that just as a knowledge of what
dosage, height, or weapon is required for a
lethal attempt, a lack of such knowledge fre-
quently may move what was meant to be an
attention- seeking gesture into the realm of
a lethal attempt. Education and access are
critical, at both the individual level, e.g., in
the home, and through policy efforts, such as
gun control and efforts to reduce teenage
drinking or »~+s::nce abuse and driving. We
hope our working groups will attend to these
issues in developing their recommendations.

In attempting to deal with the more general
antecedents of youth suicide--predisposing
conditions and precipitating conditions--
there appear to be more opportunities for
true primary prevention, at least when con-
trasted to the specific etiology approach. As
noted above, we may be required to decide
first whether youth suicide is a specific
phenomenon or part of more general be-
havioral or smotional problems such as
depression, acting-out problems, risk-taking
behaviors, and other self-injurious behaviors
such as alcohol and substance abuse. It may
be that we decide thatsuicide is both, i.e., that
it has a large degree of shared variance with
these other conditions as well as its own
unique attributes, especially the intentional
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use of lethal methods. Certainly, any
clinician who has spent more than a few
hours with adolescent clients and has seen
their depression and sadn... following the
break-up with a boyfriend or girlfriend, or
after a fight with their parents, knows the fre-
quency with which they voice the wish to die
out of revenge or for dramatic effect, is not
low. Thus, if we find that the antecedents of
some youth suicides are much the same as
conditions predisposing to depression or ac-
ting-out behaviors, it should not surprise us.
Indeed, one only has to remember adoles-
cence and the verbalizations or judgments of
our own friends to be surprised that more
youth do not actuallv kill themselves. These
observations make us realize that we should
focus more attertion on why more youth do
not engage in suicidal behaviors, i.e., what
conditions make them less vulnerable. To
direct our inquiry and develop a greater un-
derstanding of the antecedents to youth
suicide requires a perspective on prevention
that will guide the questions we ask and will
systematize the answers we obtain.

Elsewhere (Felner, Farber, & Primavera,
1983; Felner, Ginter, & Primavera, 1982,
Felner & Lorion, 1985), the senior author of
this paper and his colleagues as well as others
(e.g., Lorior, 1983; Seidman, 1986) have
begun to elaborate a model that we believe
helps to meet these needs and is especially
appropriate for the prevention of youth
suicide given what we have discussed thus far.
The model defines preventive interventions
within a developmental framework and will
allow us to view the fuli range of levels of
preventive interventions for youth suicide.
Within this model, a preventive intervention
involves systematically altering the processes
related to 1) the development of adaptation
and well-being and 2) the evolution of dys-
function. The goals, quite clearly, enhance
the former processes and reduce the latter
processes that are experienced by children
and adolescents. Further, given the em-
phasis accorded to the processes underlying
the evolution of a specific disorder or set of
adaptive difficulties, a developmental model
that is transactional in nature (such as that of
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Sameroff and Chandler, 1975), and that em-
phasizes the necessity of understanding the
ecological context in which the child or
adolescent is attempting to adapt, is clearly
the paradigm of choice for moving toward
more specific variables of concern. Such a
transactional-ecological perspective em-
phasizes that dynamic transactions between
individual and environmental factors lead to
health or disorder, and specifying "a path” is
not an outcome we should seek. Rather,
specifying ways of understanding the
relevant processes are of paramount impor-
tance. Moreover, to paraphrase Sarason and
Doris (1979), it is worth emphasizing from a
transactional pcrspective, that the individual
and his snvironment can never be under-
stood separately...from a transactional
perspective the direction of the developmen-
tal influences is always reciprocal.

A brie{ example of how this approach may be
combined with our notions of predisposing
and precipitating factors to understand youth
suicide may be helpfu! - >re. One of the "hot”
media issues of the past few years has been
"cluster” suicides among youths in the same
school or town. The predisposing conditions
for the youths who follow the first suicide
may be depression or other psychiatric
problems, low family support and/or a high
degree of alienation from friends and {amily.
Allof these conditions both contribute to and
are contributed by the emotional problems
present. Children’s feelings of not belonging
in school or having a restricted future be-
cause of doing poorly in school may have
similar impact. These latter conditions might
result from the social climate of the school,
its structure, or recent school transitions im-
posed by the system. Thus, individual, fami-
ly system, and broader social system (e.g.,
peer/school) factors may all contribute to
predisposing the adolescent to be vulnerable
at this time. Nonetheless, these adolescents
in general, have not yet considered suicide
seriously or attempted it as a solution to their
adaptive difficulties. Indeed, they may have
attained relative equilibrium, however un-
satisfactory, in their coping efforts.
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Into this pot we put not only the model of
another adolescent demonstrating that
suicide may be an alternative coping strategy,
but the response of the social system to that
event. For a lonely, highly stressed adoles-
cent, with the particularly strong needs for
identity and acceptance that characterize this
age, the overwhelming attention and grief
that the system and other persons pay to the
suicide, may be sufficiently attractive and
satisfying to many of the adolescent’s im-
mediate needs at a level that results in dis-
equilibrium and, in turn, precipitates an
attempt. It is this change in equilibrium
which seems to discriminate between those
who make a lethal attempt from those who
do not, and for whom it is so difficult to
specify a distal causal pathway. In this situa-
tion, more proximal factors seem more
salient. If access to lethal means is relatively
easy (e.g., if guns and ammunition are avail-
able in the home), the probability increases
that a momentary, impulsive act may occur.
Similarly, anything which enhances the at-
tractiveness of suicide as a coping strategy
may also tip the scales (e.g., another incident
with resulting publicity, a fight with one’s
parents or significant other, etc.). That en-
vironmental factors may contribute here is
obvious from the pattern that seems to indi-
cate that cluster suicides tend to be less com-
mon in large systems (e.g., schools, towns)
where anonymity is greater, where there may
be less publicity, and the possible pay-oif, in
terms of the adolescent’s own developmen-
tal issues, seems less certain or clear. This ex-
ample illustrates the very complex interplay
of developmental and environmental cir-
cumstances and the individual’s own limited
range of coping ability. Further, we see that:

.(1) both predisposing and/or precipitating

conditions may be necessary for many youth
suicides to occur and; (2) even when both sets
of conditions are present, in most instances,
suicide does not occur. Perhaps even more
ironic is that children experiencing these
conditions may be more "at risk" in systems in
which we might assume lower risk, i.e., small,
cohesive ones. Similar examples may be
developed for the high rate of suicides among
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children who seem to be doing very well
academically or socially (Maris, 1985) as well
as those who are more obvious risks for the
full array of psychological and self-injurious
difficulties that plague adolescents.

The above may make it seem as if primary
prevention programs targeted to youth
suicide will have little pay-off and that broad
scope suicide prevention programs may ac-
tually influence the actions of only a small
group of children. We would like to argue
that such views are short-sighted but, given
base rates, perhaps natural conclusions will
result from specific etiology or specific out-
come-targeted prevention programs. What
we mean is, if we develop broad-based
prevention programs for the prevention of
youth suicide, with our only goal being the
reduction of actual cases of suicide, the very
limited resources available for medical and
mental health programs may force us to con-
clude that what little funding is directed
toward prevention c € youth suicide may be
better spent.

What strikes us as particularly ironic is that
although other federal agencies such as the
Department of Defense and NASA take
pains to convince us that we get far more for
our dollar, espccially our R & D dollar, than
the targeted "product”, we in human services,
at least at this time, are going the other way.
We fail to see the harm in reducing the in-
cidence of school failure, adolescent depres-
sion, non-lethal suicide attempts, and the rest
of the range of health-risk behaviors that
adolescents engage in, while we also attempt
to reduce the suicide rate. Indeed, if we fol-
low the model we have advanced above, such
multiple-outcome effects seem expected
and, if the programs are effective, un-
avoidable. Documenting the positive as well
as negative, but unintended or "ancillary”
consequences of suicide prevention
programs should not be discouraged. In-
deed, studying the full range of outcomes as-
sociated with such programs may provide
important clues on how to maximize our ef-
fectiveness in the prevention of youth suicide
per se.

33



R.D.Felner: Primary Prevention...

If one implements the preceding transaction-
al model with the goal of reducing antece-
dent or predisposing conditions and
influencing the individua!’s threshold of vul-
nerability to these conditions in addition to
preventing youth suicide per se, then the lack
of information specific to the effective
prevention of youth suicide becomes less of
a barrier to action. Programs which repre-
sent both levels of primary prevention, as
outlined by Cowen (1985), may be effective
as well as essential for dealing with youth
suicide. The first level is system-focused with
the emphasis on understanding and modify-
ing the multiple social systems that affect the
mental health and well-being of individuals
in ways that reduce stress and increase life
opportunities. Examples that have been
powerful influences on the general mental
health and well-being of adolescents are a)
policy interventions which increase the sense
of control youth feel they have over their fu-
tures, b) modifications of major ecosystems
in which adolescents must function, such as
schools, and/or c) efforts at grass-roots level
interventions, such as the much publicized
group of New York city students receiving
free college educations from an alumnus of
their grade school.

Similarly, second-level primary prevention
programs, which are more person-focused,
may also be effective in achievi.ig our goals.
Rather than influencing the individual’s
threshold of vulnerability by making systems
to which a person must aaapt less difficult or
reducing the levels of challenge that the en-
vironment poses so that tlie adolescent’s pre-
existing competencies may ensure
well-being, second-leve’ programs seek to
enhance the problem-solving and coping
skills of the individual more directly. Educa-
tion programs, skill-building curricula, and
resource/support networks may accomplish
these goals.

Both strategies may be applied to either
general populations of youth or youth in
specific high-risk circumstances, e.g., schcol
transitions, parental divorce, houscholds

with a parent with serious emotional distur-
bance. The elaboration of the specific sys-
tems, competencies and vulneratilities that
need addressing, and the definition of the
predisposing and/or precipitating conditions
that may be appropriately "co-targeted” with
youth suicide, we leave to our colleagues.

For the general purposes of prevention, if we
adopt a developmental-transactional-
ecological perspective, several points need to
be addressed further:

1. When and how do we identify a child or
adolescent who is the appropriate concern
of a primary prevention program for youth
suicide? '

2. Are antecedent conditions the ap-
propriate and/or necessary targets of such
programs? Are adolescent suicide and the
search for specific etioiogies the only con-
ditions with which we should concern our-
selves?

3. If we choose broad-based preventive ap-
proaches, as we propose, how can we draw
on our understanding of general develop-
mental data and models, as well as preven-
tion programs that have been developed
for less focused outcomes, such as as the
problem-solving approach o Spivak and
Shure and the senior author’s own transi-
tion program efforts, to implement and
evaluate effective primary prevention ef-
forts.

oooooooooooooooooooooooooooooooooo -
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A CRITICAL REVIEW OF PREVENTIVE INTERVENTION
EFFORTS IN SUICIDE, WITH PARTICULAR
REFERENCE TO YOUTH SUICIDE

D. Shaffer, M.B., B.S., F.R.C.P, F.R.C. Psych., Director, Division of Child Psychiatry,
Professor of Psychiatry and Pediatrics, Columbia University, New York, New York

K. Bacon, Ph.D., Clinical Psychologist, New York State Psychiatric Institute, New Ycrk, New

York:

INTRODUCTION

The Purpose of this Review

The principal gozi of this review is to identify
studies which have vsed reasonable
methodologies to evaluate the success, or
otherwise, of prevention activities in youth
suicide. We have, however, idemntified no
such studies. Given the quanitity of preven-
tive activity that is being conducted, this is a
matter of concern. Rather than simply con-
cluding that the lack of research is critical in
this area, we have extended this in/;uiry to
summarize what is known about the value of
suizide prevention activities for other age
groups. Many activities intended for adults
may also be appropriate for teenagers; we
hope this review will provide some guidelines
for those concerned with preventing teen
suicide.

General reviews of the suicide prevention
literature which the reader may find valuable,
include Motto et al., 1974; McGee, 1974,
Stelmachers, 1976; Auerbach and Kilmann,
1977; Stein and Lambert, 1984.

Detining Prevention

The classification of suicide prevention fol-
lows the classification of suicidal behaviors.

If suicidal thoughts, attempts, and comple-
tions are on a psychological or behavioral
continuum, as common sense would suggest,
then primary prevention efforts should be
broadly directed, aiming to reduce all suicide
morbidity including threats and attempts, for
all are signs of suicide potential. On the
other hand if attempts and completions are
separate but overlapping entities ar has been
by proposed by Stengel and Cook (1958),
Neuringer (1962) and others, and if only a
minority of those who attempt or threaten
suicide reaily want to die, then the focus of
"primary prevention® should be that sub-
group of actempters or threateners who bear
a "high risk" profile for later completion.

This questior is sufficiently important that it
isworth con .dering the evidence for the con-
tinuous versus the separate theories of
suicide and attempted suicide.

Demographic Difterences Between
Suicide and Attempted Suicide.

The case for the two disorder hypothesis
rclies on both the manifest ambivalence of

many survivors and the marked demographic
differences between suicide attempters and
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completers which have been shown in most
studies (Dublin, 1963; Sainsbury, 1955; Ken-
nedy et al., 1974). Suicide attempts are more
common in females than in males whereas
suicide, especially in the young is more com-
mon in males than females. In our current
New York study, the ratio of males to females
for under 19year olds is approximately 4:1 for
completed suicides. National statistics for
1981 reveal a male:female ratio of 4.35:1
among 15-24 year olds, and 3.6:1 for the total
population of all ages. Although these statis-
tics rely upon medical examiners’ determina-
tions, there is evidence that more aggressive
case finding methods do not materially alter
the ratio (Kennedy et al., 1974).

Another demographic index which is
believed to discriminate between attempts
and completions is AGE. Studies under-
taken 2 to 3 decades ago indicated that the
incidence of suicide attempts peaked in the
teens and early twenties (Kennedy et al,
1974) and then declined, whereas completed
suicide became increasingly common with
advancing age. This age discrepancy has now
diminished, at least for males, as completed
suicide is now more common inyounger than
in older males and no evidence suggests that
the previously identified pattern of high in-
cidence of suicide attempts among the young
has changed.

While the epidemiological data are undoub-
tedly accurate, one cannot infer from them
that the outcome of suicidal behavior, i.e.,
whether it is successtu! or unsuccessful,
defines two differ>nt conditions. This is be-
cause both age and sex are related tomethod
preference which in turn, is closely tied to
outcome.

Age-related method preference is not well
documented, but what evidence exists sug-
gests younger children and teenagers over-
dose with less lethal drugs than adults.
Morgan et al. (1975) found that teens most
commonly overdosed with over-the-counter
analgesics, whereas older patients favored
more dangerous psychoactive drugs (usually

3-32

obtained by legitimate prescription from a
physician). This difference might be ex-
pected to result in a smaller proportion of
suicides attributable to overdoses in the
young, which is precisely what is found
(Centers for Disease Control, 1985).

Females are more likely to take an overdose
(Weissman, 1974), males to use firearms or
to hang themselves. Given current medical
skills, overdose is generally an ineffective way
to commit suicide. It could be argued (and
usually is) that these differences in method
preference arise because suicidal females are
less motivated to die and knowingly choose
less lethal methods. The difference in lethal
intention is cited as further evidence of a two
disorder hypothesis.

1t may be, however, that the sexes are similar
in their (generally ambivalent) motivation to
die,and that choice of method is a sex-related
behavior. That is, the sex differences be-
tween completed and attempted suicide may
not reflect different degrees of intention, but
rather that when the sexes feel suicidal they
do different things about it. These different
things, at least in North America and
Western Europe, have a high probability of
leading to death in boys and a low one in girls.
Interestingly, a report of consecutive suicides
in India (Sathyavati, 1975) shows no sex dif-
ferential, suicides being as common in
teenage girls as in boys. One could speculate
that this occurs because resuscitation
methods are less effective in that country.

The gender association of method could be a
sex-specific behavior preference without
psychopathological significance; or, it could
be mediated by difference in psychopathol-
ogy in suicidal males and females. Some
evidence supports this. In our New York
study we find high rates of aggressive and an-
tisocial behavior and relatively low rates of
pure major depressive disorder in boys who
have suicided, but the reverse in girls. One
cannot infer from this difference, however,
that intention to die is different in the two
conditions.
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Direct Evidence for Continuity
Between Suicidal Thoughts and
Behaviors.

Paykel et al. (1974) in their New Haven study
of a household probability sample of adults,
posed questions about different degrees of
suicidal ideation and behavior. These were
strongly interrelated in a hierarchical
fashion. Almost all subjects with more
severe symptoms had experienced those that
were less severe. More interesting for the
present argument is that the correlates of dif-
ferent levels of severity were similar. In-
dividuals who wished they were dead
resembled those who had actually made a
suicide attempt (the two extremes of the con-
tinuum) with respect to both demographics
and associated symptoms. Pfeffer et al.
(1984) reports similar findings in school
children. Those who had thought of dying
were as deviant as those who had made a
suicide attempt and showed a similar profile
of associated symptoms.

There is also evidence for overlap between
suicide attempts and completions. Most
retrospective psychological autopsy studies
show prior attempt rates of between 30 per-
cent and 50 percent (Shaffer, 1974; Kennedy
et al., 1974; Robins et al., 1959; Dorpat &
Ripley, 1960; Barraclough et al., 1970). Con-
versely, followup studies of attempters show
suicide rates 50-60 times that in the general
population.

Poor Predictive Speciticity of
Attempter Characteristics.

If attempters and completers are drawn from
the same population, we would expect dif-
ficulty in predicting future completions
among suicide attempters. Although not ex-
tensively studied, the evidence supports this
prediction. Motto's (1984) S to 15 year fol-
lowup of teenagers admitted to hospitals
after an attempt or with serious depression
showed that although certain factors were
proportionally more common in those who
would go on to suicide, the same factors were
numerically many times more common in at-

tempters who would not, i.c., the base rate in
non-completers was high and there were no
pathognomonic features for later comple-
tions.

The same has been found in followup studies
of adults where, not only demographic
characteristics, but the extent to which the
suicide attempt could be judged t. be serious
(i.e., isolation during the commission of the
attempt and its medical seriousness) were not
predictive of later death (Greer and Lee,
1967). Discriminant function studies which
identify differentiating characteristics in
suicides and attempters (Pallis et al., 1982)
draw upon different population bases, and it
is not clear whether the apparent inde-
pendence is a function of different condi-
tions or different population frames.

Suicide Accelerators Affect Both
Deaths and Attempts.

We cite evidence below (Gould and Shaffer,
1986) that certain television programs which
dramatize the plight of the suicidal teenager
serve to increase both suicidal deaths and
suicide attempts.

COMMENTS: Given these uncertainties it
seems wisest to adopt a conservative ap-
proach and regard any suicidal behavior as
presaging completion. Primary prevention
would prevent the initial occurrence of
suicidal ideation or behavior; secondary
prevention would prevent non-lethal suicidal
behavior from progressing to death.

We have adopted this approach in organiz-
ing this paper and have grouped as primary
preventions:

1. Altering the set towards suicide in unaf-
fected individuals by, for example, provid-
ing information on suicide behaviors in
classes to normal non-disturbed school-
children, or in special services for sur-
vivors.

2. Early identification and treatment of con-
ditions which are known to predispose
towards suicidal behavior, before suicide is
contemplated.

)
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Secondary preventions should reduce the
potential for completion among those who
have already threatened or attempted
suicide, through:

1. Removal of the means for committing
suicide.

2. Emergency crisis interventions at times of
maximal distress.

3.0Ongoing treatment after the crisis has
passed.

PRIMARY PREVENTION

Preventing Suicidal Behavior in
Vuinerable Groups

General Psychiatric Care

We have argued above that the feature most
likely to be shared by suicides is a history of
mental illness. It follows, other things being
equal, that the introduction of psychiatric
services to a community should reduce the
burden of mental illness and with it the
suicide rate. This has not been found to be
the case.

Neilson and Videbech (1973) examined the
impact on suicide rates (all ages) of the intro-
duction of a psychiatric service to the island
of Samso off the coast of Denmark. There
were no differences in suicide rates during
the 5 years before and after the introduction
of the service. Similarly Walk (1967) ex-
amined suicide rates in the county of Sussex
in Great Britain before and after the intro-
duction of a community service and found no
effect on suicide rates.

COMMENTS: These studies are often cited
as evidence that psychiatric treatment does
not reduce suicide morbidity. However,
neither of the studies had a control and so it
is possible that apparently stable rates were
occurring at a time of a more general rate in-
crease. This is unlikely to be true in the Walk
study however, because at the timie, suicide
rates were declining in Great Britain. More
importantly the studies were conducted
before the widespread use of antidepressants
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and lithium and therefore, do not reflect the
impact of current effective antidepressant
therapies.

High Risk Groups

Prevention would be most efficient if we
could identify individuals who have both a
high probability of later suicide and some
common characteristics which allow them to
be centrally identified and taken into preven-
tion programs.

If we belie- that suicide arises because of a
set of social circumstances or life conditions,
and that to commit suicide is in any way a
"reasonable” response to untenable life con-
ditions, then the high risk group would most
likely be accessible to social rather than men-
tal health agencies. However, there is good
evidence that no matter how understandable
a suicide may be to an outsider, it is almost al-
ways a sign of psychopathology. Primary
prevention is, therefore, most appropriately
an activity for the mental health professional.
Brown (1979) summarized this view succinct-
ly"...although psychiatric disorder may not be
sufficient cause for suicide in current
Western cultures, it is a necessary one...".
The evidence derives from a number of
sources:

a. Psychological autopsy studies on repre-
sentative groups of suicides (Dorpat and
Ripley, 1960; Robins, 1959; Barraclough et
al., 1974; Shaffer, 1974) have found very
few suicides to be free of psychiatric

symptoms.

b. There have been similar findings among
suicide attempters (Morgan et al,, 1975;
Birtchnell and Alarcon, 1971; Silver et al.,
1971).

c. A majority of suicides have had contact
with a mental health professional before
their death.

d. Followup studies of formerly hospitalized
psychiatric patients indicate that they have
significantly higher suicide rates than non-
patients (Temoche, 1964; Pokorny, 1964,
1983).
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e. Super-normal control groups, ‘eated by
screening out individuals with
psychopathology have very low suicide
rates (Winokur and Tsuang, 1975).

It follows that the most appropriate group fox
preventive interventions ar= individuals with
current or previous psychiatric disorders--a
dauntingly large group. However
psychological =stopsy studies carried out on
adults have found that a rather narrow range
of associated psychiatric disorders (affective
disorder and alcoholism) account for most
suicides.

Similarly, diagnostic analyses of child and
teenage suicides carry the promise of defin-
ing more specific groups. Shaffer (1974)
found that a small proportion of suicides
(predominantly girls) are depressed and that
alarge group show acombination of affective
and antisocial behaviors. The epidemiologi-
cally-based study we are currently carrying
out in the New York metropolitan area will
provide detailed DSM Il related diagnostic
information on approximately 150 teenage
and child suicides and will, we suspect, con-
firm the findings of the other studies. We
also hope that it will allow us to defi..e the
suicide group more precisely by seeing
whether other characteristics such as a fami-
ly history of suicide, and specific family con-
stellations and social circumstances, are
more common in suicides. The highest risk
group, however, appears to be individuals,
who have made a prior suicide attempt.

Suicide Attempters or Depressives

It is generally assumed that the diagnostic
group with the highest risk for later suicide
are individuals suffering from an affective
disorder. Lists of warning signs generally in-
clude the symptoms of depression and find-
ings are generally consistent inadults relating
suicide todepression. Temoche et al. (1964)
and Pokorny et al. (1964) both found that
suicide was significantly more common in
previously hospiialized patients who had
received a psychiatric diagnosis of depressive
psychosis. Robins (1959), reviewing studies
which mainly dated from before the

widespread use of lithium and antidepres-
sants computed an overall 15 percent suicide
rate for manic depressives. However, our
work with adolescents (Shaffer, 1974) sug-
gests that only a minority of suicides show a
picture of uncomplicated depression and
that the largest diagnostic group comprises
youngsters with both aggressive and antiso-
cial symptoms and depression.

Depression may not be a very specific group
for later suicide. Major Depressive. Disorder
(MDD) has an estimated one year
prevalence of 2,000/100,000 in adolescence
(Andersonet al., 1985; Weissman et al., 1985;
Kashaai et al.,, 1983). In our current New
York study we have found that only 25 per-
cent of suicides meet criteria for Major
Depressive Disorder giving a one year in-
cidence of 3/100,000. In one year the ratio of
depressed tecnagers to depressed suicides
would be approximately 660:1 (higher for
females). This high risk group would not only
identify many false positives, but also non-
specificin failing to identify approximately 75
percent of suicidal deaths.

Attempted suicide would seem to be a better
bet, although not strictly within the domain
of primary prevention. We have already
referred to studies that found that a sig-
nificant proportion of suicides made a pre-
vious known suicide attempt, i.e., the
attributable risk among suicides for prior at-
tempted suicides is high. The relative risk
among attempted suicides for later suicide is,
perhaps, a more important statistic. If there
i an effective way of aborting the natural his-
tury of suicide attempters which terminates
in suicide, this ratio will indicate the mag-
nitude of the task.

One way of finding this out is to examine the
relative frequency of suicide and suicide at-
tempts in an unselected population. We
have found no studies which have generated
age and sex-specific attempt and suicide rates
for the same area. Rough and ready calcula-
tions can be done and we have tabulated data
from studies into the incidence of suicide at-
tempts. Paykel (1974) found a one-year
prevalence of suicide attempts of
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600/100,000 (The prevalence of suicidal
ideation was 9000/100,000). Johnson et al.
(1973), in a survey in London, Ontario found
an attempt rate of 750 to 1,500/100,000.
Given an overall suicide rate of 12/100,000in
adolescents this would put the ratio of at-
tempts to deaths at 50 to 120:1. These figures
are not corrected for age or multiple at-
tempts and it is expected that the ratio would

vary in different age and sex groups, being .

higher in teenage girls. Nevertheless these
ratios are a good deal lower than those for
major depressive disorder (MDD).

A better strategy is to identify all of the
known attempts within a given geographical
area. Studies approaching this goal, which
have included studies of non-accidental drug
overdoses by Morgan et al. (1975) in the
British city of Bristol and Daly et al. (1986) in
the Irish city of Cork, generated age-specific
attempt rates. Neither study evaluated
suicide attempts treated by non-clinic based
general practitioners and both confined their
study to overdoses. The rates are therefore
likely to be an underestimate of the true rate.

However, if the same attempt rates prevailed
in the United States it might appear that be-
tween 30 and 50 attempts at suicide for every
completed male suicide, and between 150
and 300suicide attempts for every completed
female suicide. These would provide quite
reasonable rates for focusing on an at-risk
population.

Suicides, however, are not drawn uniquely
from the pool of known suicide attempters.
Studies in different age groups and in dif-
ferent countries are surprisingly consistent in
showing that only between 25 and 40 percent
of suicides have made a previously known
suicide attempt. These rates were found by
Shaffer both in his British study of children
under age 15 (1974) and in his U.S. study of
predominantly older teenagers. Similarrates
were reported for adult suicides in the U.S.
(Dorpat and Ripley, 1960; Robins et al.,
1959) in England (Barraclough et al., 1974)
and in Scotland (Kennedy et al., 1974).
(There is as yet no information about
whether the proportion of deaths at-

tributable to prior attempts varies with sex or
ethnicity.)

The ratios of attempts to completions should,
therefore, be modified and minimum es-
timates would range from around 60:1 for
older male teenagers to approximately 600:1
foryounger female teenagers. These are for-
midable ratios and certainly indicate that if
we can find out how best to treat these
patients we should put most emphasis on
male adolescents generally and older ones
most specifically.

Case Finding

Effective prevention requires that vul-
nerable groups be identified and apprised of
the preventive intervention. Although many
adult suicides are known to be in contact with
a treating physician shortly before their
death (see below), this finding may not apply
tochildren and teenagers. Preventive efforts
for this age group have characteristically con-
centrated on identifying potentially vul-
nerable cases in schools or through the public
media.

Case Finding Through Physicians

It appears that many adult suicides contact
their physicians shortly before their death,
suggesting that preventive identification
channeled through primary health providers
may be effectire

Barraclough et al. (1974), in their British
study of 100 consecutive suicide completers
found that just under 50 percent had visited
their physician during the week before their
suicide. Murphy et al. (1975) and Motto and
Greene (1958), in their study of previously
hospitalized suicide attempters and depres-
sives found that a high proportion of suicides
(all ages, predominantly adult) had visited a
physician shortly before their suicide, 17 per-
cent in the month before death. The dif-
ference could be due to the ex-patients’
insight into the psychiatric nature of their
condition, or to the different nature of the
health services in Britain (with minimal char-
ges and universal enrollment with a primary
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physician) compared to the United States.

The same is true in the case of attempted
suicides. Motto and Greene (1958) reported
that 60 percent of suicide attempters had
consulted a physician during the 6 months
before their death. Johnson et al. (1973), in
a followup of 878 attempter cases, found that
55 percent had seen their physician during
the month before their death. Morganet al.
(1975) found that 21 percent of a sample of
consecutive suicide attempts seen at an
emergency room in Bristol had contacted
their physician during the week before their
attempt and more than half had done so
within three months of their death.

Studies are also consistent in showing that
the physicians contacted are not aware of
their patient’s suicide potential. In Murphy’s
series, two-thirds of the suicides had a prior
history of suicide threats or attempts, yet only
40 percent of their physicians knew this. A
high proportion of the attempters in
Johnson’s study had made a previous suicide
attempt, but again, only 20 percent of the af-
fected physicians knew of this.

Motto (1969) has suggested that physicians’
own anxiety about suicide or about handling
a potentially suicidal situation inhibit them
from making appropriate inquiries. Johnson
suggested that physicians tend to viewsuicide
attempts in the same light as alcoholism, as a
repetitive self-induced disorder for which
they can do little in the face of absence of
motivation by the patient.

We do not know if the same is true for
teenagers, but clearly it would be advisable
for physicians to inquire routinely whether
any depressed or suicidal patient has made a
previous attempt, has ever been hospitalized
for a psychiatric condition, or is a heavy user
of alcohol or drugs, all factors which appear
to increase the probability of suicide.

Case Finding Through School-based Programs
Description of School Programs

School-based intervention programs are be-
coming increasingly common, often being cs-

tablished by local or State legislation, as a
result of community pressure, following a
wave of suicides. Most aim to:

a. Increase the sensitivity of responsible in-
dividuals within the school to the features
of the suicide-prone child. Methods in-
clude lectures, videotaped interviews with
teenagers who have made a previous
suicide attempt, small discussion groups,
and the distribution of lists of "early warn-
ing signs".

b. Provide information about special resour-
ces where pupils suspected of being at risk
may be referred for treatment or help.

c. Provide some training in the behavioral
skills that teachers, counsellors or other
pupils can use wher they identify a child at
risk. The goal is to establish a relationship
of trust and support with the child at risk,
encourage open communication of trou-
bling thoughts, and make it easier for the
child at risk to accept a referral to a
specialist resource.

d.Lower the constraints children and
teenagers have about discussing suicidal
thoughts and preoccupations, thus en-
couraging self disclosure. This may be
done by raising the subject in open group
discussions, sometimes with known dis-
turbed youngsters in attendance (Ross and
Motto, 1984). These discussions may take
place in large assemblies, insmaller groups
of 10 to 20 students, or in the context of a
regular class.

Such programs are variously addressed to
groups of school personnel, parents, and/or
students. Some school districts have ex-
pressed reluctance to offer "suicide educa-
tion" to students and have, instead,
developed programs or curricula dealing with
the more general topic of adolescent stress.

Evaluation of School Programs

One of the most striking features of this
review is the almost complete absence of any
systematic evaluation of in-school programs.

Ottens (1984) describes responses to a ques-
tionaire distributed before and after a 4 hour

40 3-37



Report of the Secretary’s Task Force on Youth Suicide

course to 31 college counselors and students.
Post-course scores on questions about ap-
propriate responses to a hypothetical crisis
situation more closely approximated the
responses that were taught in the class. Cor-
relations are described but no statistics are
presented and there is no evidence that the
paper and pencil responses are in any way
representative of real skills. In fact, this
seems unlikely as student responses were ap-
parently similar to those of experienced
therapists.

Descriptive material prepared by the
program in Fairfax County, Virginia, notes
that during its first year of operation there
were 5 deaths and during the second year
only 3. It acknowledges that this change
could be due to coincidence. The publica-
tion states that the administrators believed
the program was going well and stated, anec-
dotally, that since it started, school-based
counselors had experienced an increase in
referrals and school staff had become more
sophisticated in identifying pupils in t .ouble.
However, as Stein and Lambert (19754) have
demonstrated, counselors’ self-evaluations
(Apsler and Hoople, 1976; Getz et al., 1975)
of their own usefulness and efficacy tend to
be optimistic, are prone to bias, and cannot
be accepted as reasonable evidence of ef-
ficacy.

Ross (1980), describing the San Mateo coun-
ty program, reports (anecdotally) that the in-
troduction of the program led to an increase
in referrals to a suicide prevention program.
Workers in this field often comment on the
absence of systematic evaluations, but they
usually state, with some justification, that
staff who are excellent at intervening may not
have the necessary skills to do a sound
evaluation. Others comment that the
problem is too urgent to await the results of
any research evaluation.

Comments on School Programs

Given the dearth of systematic evaluation of
these important programs it is reasonable to
comment from general principles.

a. Early warning signs: Most are bricf lists

which emphasize the features of a recent
onset of depression, i.e., changes in meod,
decreasing sociability, decline of school
performance, increasing irritability, an.J
some specific behaviors such as making
suicide threats and giving away possessions.
They have presumably been based on either
the collective experience of professionals
who have investigated individual cases of
suicide, or on stereotypes. They are not
derived empirically from representative
samples, quite simply because no systematic
descriptions of the natural history of changes
prior to death exist for teenagers.

We hope that when the New York study has
been completed that we will be able to
provide this type of information. However,
at first sight, the traditional warning signs do
not fit the large number of cases we have seen
who have longstanding behavior and
academic problems and were often frequent
users of drugs and alcohol. Only a minority
present & picture of recent onset of a major
depressive disorder.

Given that lists of signs which do not em-
phasize the chronically disturbed youngster
may be ineffective because they do not iden-
tify the cases at greatest risk, might the lists
be harmful? As stated above, epidemiologi-
cal studies indicate a one year prevalence of
depression in teenagers of 1 to 3 percent
(Weissman et al,, 1985; Anderson, 198S;
Kashani et al., 1983). The one year incidence
of teen suicide is around 12/100,000, i.e. in
one year, depression affects 1,000 to 3,000
times more teenagers than suicide. Linking
the common problem of depression to the
uncommon one of suicide may serve to ex-
pedite referrals and increase compliance
with treatment, but it may also introduce the
notion ofsuicide as ar. appropriate response
to teenagers who were not suicidal. We em-
phasize that there is no evidence either way
on this point, but we believe it is an impor-
tant question that needs to be answered.

b. Promoting discussion of suicide in class:
Enough evidence suggests that young people
imitate actual and fantasized suicide to war-
rant concern about this technique. The
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evidence includes:

1.Phillips’ (1979) demonstration that
prominent display of the news of a suicide
leads to an increase in suicidal deaths
during the period immediately following
the display. (Only two weeks ago we par-
ticipated in a case conference on an eight
yearold child who attempted to stab his ab-
domen with a kitchun knife, the day after a
prominent politician committed suicide in
this way.) In a recent communication Phil-
lips indicated that most of the excess
suicides which occur in this context are of

younger people.

2.Gould and Shaffer’s study of television
docudramas (see below) has demonstrated
that these broadcasts have the effect of in-
creasing teen suicide attempts and deaths.

3. Xreitman’s (1970) observation that young
attempters had many more close contacts
with those who had made asuicide attempt
than non-suicidal psychiatric controls.

4. The occurrence of suicide clusters which
are very probably the result of imitation.

This evidence raises the possibility that class-
room discussions will, as intended, raise
awareness of the topic and introduce, de
novo, suicide in the range of contemplated
behaviors for the teenage pupil, i.e., that it
will "put ideas in their head”. This risk must
be weighed against the intended benefit, i.e.,
that it will facilitate disclosure of some pupils’
pre-existing suicidal preoccupations and that
this will, in turn, lead to intervention which
will reduce the risk of suicide. This important
issue remains unanswered. It is clearly a mat-
ter of some urgency that quality research be
undertaken .o determine whether the effects
are benign or beneficial,

Case Finding by Television

Attempts have been made to harness the im-
pact of television to promote awareness of
suicidal situations and to encourage ap-
propriate referral. Holding (1974; 1975) ex-
amined the impact in Edinburgh of an
11-part weekly television series, "The

Befrienders,” which illustrated the predica-
ment of a suicidal individual who was then
helped by the Samaritans. During the
calender year in which the programs were
shown, referrals to the Samaritans increased
140 percent. However there was no change
in the number of attempted suicides treated
by hospitals in the city.

The effect on suicide deaths was examined by
tabrlating both suicides and undetermined
deaths (a group usually considered to consist
largely of suicides (Holding and Barraclough;
1978)) during the ten weeks after and the ten
weeks prior to the series and for the same
period of time in 4 previous years. In each of
the previous years the number of suicides had
declined during those weeks. However,
during the year under examination the rate
remained stable. There was no reduction in
the number of suicides during the broadcast
of the television series.

Gould and Shaffer (1986) have examined the
impact of dramatized television presenta-
tions of suicide on ayouthful audience. Over
a period of approximately 4 months, the
major U.S. networks broadcast 4 dramatiza-
tions of either a young person’s suicide or the
reaction to a suicide ir a parent. The
programs were broadcast with advance
publicity clearly stating that they were in-
tended to make the public aware of the
problem of youth suicide. To a varying de-
gree they were coordinated with community
programs. Insome cases this took the form
of advance distribution of informational
material indicating where treatment for the
suicidal adolescent was available or material
for teachers, parents, and teens outlining the
clinical features which may be present in the
teenager who may try suicide. In some cases
the local affiliate arranged for a hotline num-
ber to be flashed onto the screen at varying
times during the program.

The incidence of completed suicides among
teenagers aged 19 or under was examined in
the States of Connecticut, New Jersey and
part of New York State in 14 day blocks
during the 4 months when the programs were
shown, and for two one-month periods
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before the first program and after the last.
Comparisons were made between the death
rate during the 14 days before and after each
program, and between an overall expected
rate and observed rate after each show.
Similar comparisons were made of tke num-
ber of attempted suicides treated at 6 large
hospitals in the New York City area.

Suicidal deaths increased significantly during
the ten days following three of the programs
but there were no deaths after one of them.
A similar effect was noted on attempted
suicides.

Itseemed unlikely that the increased number
of referrals for suicide attempts was due sole-
ly to increased awareness or a decreased
referral threshold for parents or teenagers
(which might have been expected to increase
the proportion of minor attempts during the
after period) because the severity of attempts
after the programs was similar to those
before the programs and because the effect
was on both attempts and suicides.

It also seemed unlikely that the increased
number of deaths was due to a bringing for-
ward of suicides which might have occurred
anyway. If this had been the case, one would
have expected to note a reduction in the fre-
quency of deaths at some point after the
program, but this was not seen.

COMMENTS: Television programs are ef-
fective in publicizing the availability of ser-
vices. However, they do not reduce the
number of suicide attempts and may, in fact,
increase them. They also appear to have a
provocative effect on suicide deaths. The
discrepant findings from one of the programs
studied by Gould and Shaffer, while not
statistically significant, is intriguing because
it holds out the possibility that the dramitaza-
tion may have special features which prevent
it from having an unwanted effect and which
might even have a preventive effect. These
features could lie in the associated com-
munitywork or in some of the contents of the
dramatization; this is clearly an important
area for future research. Finally, the fact that
the "Befrienders” series resulted in an in-
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creased number of referrals to a crisis service
without reducing suicide morbidity, suggests
that crisis services on the model of the
Samaritans are ineffective in reducing
suicide morbidity.

Interventions after a Suicide
Parent Survivor Groups

After a teen’s suicide, the surviving parents
and siblings experience significant distress
anddysfunction. There is also evidence of in-
creased suicidal morbidity in the surviving
families (Murphy et al., 1964; Augenbraum
and Neuringer, 1972), so that postvention
with survivors may have a preventive func-
tion. The effects on subsequent suicides may
be difficult to assess. In the only prospective
study we know--a five year followup of the
families of 100 successful suicides--Shepherd
and Barraclough (1974) found no examples
of suicidal behavior.

In practice, "postvention” and prevention ac-
tivities are frequently carried out by the same
units. Survivors of suicides are an important
source of manpower for suicide prevention
projects and may initiate or give other sup-
port to these activities.

We found no studies which specifically set
out to examine the impact of survivors’
groups on the subsequent suicidal behavior
of survivors. In a series of publications,
Videka-Sherman (1982a; 1982b; Videka-
Sherman and Leiberman, 1985) examined
changes in coping responses and mood in
recently bereaved parents who attended
meetings organized by "Compassionate
Friends," a self-help group which provides
support to parents who have los: a child by
any type of sudden death. The number of los-
ses through suicide, if any, is not indicated.
However, in the absence of other data, the
findings of the study are reported:

2,422 parents on the register of several chap-
ters of Compassionate Friends were sur-
veyed by mail on two occasions to ascertain
coping responses to their child’s death and to
elicit depressive and other psychiatric
symptoms. The response rate was low; only
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667 (28%) answered the first survey and only
391 of these (17% of the original sample)
provided additional followup information.
The social demographic distribution of the
responders indicated that they were
predominantly white and upper middle class.

There was no bereaved non-referred control
group and comparisons were made between
those who attended several meetings and
those who either did not choose to attend or
who dropped out of the program at an early
stage. Depression scores were not in-
fluenced by attendance, dropping equally in
both those who attended and who dropped
out of group sessions. The coping style most
likely to be associated with high depression
scores was an obsessive preoccupation with
the memory of the child. The coping styles
associated with best adaptation were immers-
ing oneself in another activity, or having a re-
placement child. Attendance at the group
did not influence the development of either
of these styles but did enhance altruistic ac-
tivity which regardless of its beneficial effects
for society did not, in itself, appear
therapeutic.

Rogers et al. (1982) reported an uncon-
trolled study of a Survivors Support Program
coordinated professionally but administered
by volunteers. Groups met in 8 sequential 2
hour didactic sessions followed by 4 biweek-
ly discussion groups. The attendees were
divided evenly between spouses of suicides
and parents of young suicides. When asked
to identify their current problems almost all
indicated that they felt guilty, detached from
the event, and abandoned. Many idealized
the deceased. They scored high on the
somatization, phobic, and obsessive compul-
sive scales of the SCL-90. At followup
several weeks after terminating the program,
33/37 cases were contacted. Most of the par-
ticipants reported that the program had been
helpful and showed a decline in SCL-90
scores.

COMMENTS: Only limited conclusions can
be drawn from these studies. Without a con-
trol group it is not possible to know whether
the improvement in SCL-90 scores reflects

T

the natural history of mourning or the effects
of intervention. Videka-Sherman’s studies
did not specifically examine suicide survivors.
It examined a self-selected population and
did not randomly assign eligible survivors to
group or no group conditions. It therefore
suffers from all of the drawbacks of any in-
ference about the effects of an intervention
that is based on a comparison between com-
pliers and non-compliers.

SECONDARY PREVENTION

Reducing the Lethality of Suicidal
Behaviors

With the sole exception of suicide by hang-
ing, which in 1981 accounted for 40 percent
of all suicides among U.S. boys under age 14,
but for only about 20 percent of male suicides
in older age groups, the methods used by
young children and adolescents are very
shailar to those used by older individuals of
the same sex (CDC, 1985). Preferred
methods also vary in different countries and
appear to be generally stable across time. It
is, therefore, reasonable to expect that an at-
tempt to reduce accessibility to, or to im-
prove the treatment of the outcome of any
common method, should reduce the suicide
rate in general and have impact on teenagers.

The British experience is an example of how
reducing access to the means of suicide can
have a significant effect on reducing the
suicide rate. Startingin 1957, the mean carb-
on monoxide content of domestic gas was
reduced from 12 percent to 2 percent
through the introduction of natural gas and
modifications in the conversion process from
coal. The process was completed by 1970.
Prior to these changes, self asphyxiation with
domestic cooking gas accounted for more
than 40 percent of all British suicides and for
an even higher proportion of male suicides
(Hassall and Trethowan, 1972; Kreitman,
1976).

During the period of gas content change,
British suicide rates from carbon monoxide
asphyxiation declined precipitously, account-
ing for fewer than 10 percent of all suicides
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by 1971. Furthermore, the overall suicide
rate declined by 26 percent and analysis of
death by different methods showed that al-
most all of this reduction could by attributed
toa fall in deaths from domestic gas asphyxia-
tion.

What appears 1o have happened was that the
suicidal population, denied access to a
universally available, non-deforming, non-
violent method, did not then turn to other
more violent (and more lethal) methods, but
instead chose another non-violent method
which was similarly, readily available--self-
poisoning, The incidence of suicide attempts
from overdoses increases markedly during
this period (Johns, 1977). The impact of this
change of method on suicide deaths appears
to have been dampened because over the
same period self-poisoning became progres-
sively less lethal, in part because of the sub-
stitution of the less dangerous
benzodiazepine drugs for the highly toxic
barbiturates, and in part because of improved
methods of resuscitation. Most significantly,
however, British rates, in contrast to those in
all other countries, have remained at the new
lower level (Farberow, 1985).

The detoxification of domestic cooking gas
also occurred in other countries in Europe,
specifically the Netherlands, where it was not
associated with any reduction in rate. In
these other countries, however, the base rate
of self asphyxiation from domestic gas before
its composition had been changed, was nui
considerably lower than it had been in
Britain, (%) and the expected impact was
proportionately less.

COMMENTS: Prevention methods that do
not require the active participation of the
public have traditionally been the most effec-
tive (e.g,, changing the water supply in South
London at the time of the great London
cholera epidemics). It appears to have good
potential for pre~ention in suicide as well.
The importarce of improved methods for
treating suicicie attempts may be the reason
for the sex-specificchanges in the suicide rate
in the United States. Suicides have been in-
creasing only for males. It may be that at a
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time when suicide morbidity (i.e., the number
of suicidal behaviors including both attempts
and completions) is increasing in both sexes
(Weissman, 1974; O’Brien, 1977), theimpact
has only been felt by males who favor
methods for which treatments have not im-
proved. The increase in female attempts is
compensated for by improved treatment
methods for self-poisoning, the preferred
method.

Care During a Crisis

Individuals who have already attempted
suicide or expressed suicidal thoughts or
wishes, seem to be an optimal target for
suicide prevention efforts.

1. They are at high risk. Most post-mortem
studies show that between 30 percent and
50 percent of suicides have made a prior at-
tempt; the suicide rate in followup studies
varies from just under 1 percent to nearly
10 percent, over 100 times the risk carried
by the general population.

2. They are potentially easy to identify for it
seems that most visit an emergency room
after their attempt (Kennedy, Kreitman
and Ovenstone, 1974), and many will be
admitted to a hospital.

3. Directing a preventive c.fort to individuals
who have already demonstrated suicidal
behavior avoids concerns that the "idea” of
suicide will be introduced to a naive lis-
tener.

A preferred intervention with the suicidal in-

dividual has long been the crisis center. The

rationale for suicide crisis care has been ar-

ticulated by Schneidman and Farberow

(1957) viz;

1. suicidal behavior is often associated with a
crisis;

2. suicide is contemplated with psychological
ambivalence--wishes to die exist simul-

taneously with wishes to be rescued and
saved;

3. humans have a basic need to express them-
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selves and to communicate with others;

4. the suicidal individug®’s ambivalence about
dying stems from a psychiatric illness in
which the suicide represents a partially un-
satisfactory means of achieving "fantaries
of....surcease, revenge, atonemnt,
ecstasy, rescue and rebirth..." This con-
fusion leads to an oblique communication
or signal or "cry for help" which s best iden-
tified by those with special training (Lit-
man et al., 1965).

In practice, telephone crisis services offer
several advantages. They are convenient and
accessible and thus offer an individual in
crisis the opportunity for discussion and sup-
port without having to travel or wait for an
appointment. Their anonymity may be reas-
suring and may allow callers to say shocking
or embarrassing things which they could rot
otherwise do in a face-to-face interview.

The first crisis center, "The Antisuicide
Bureau,” was started in 1906 in London by
the Salvation Army. In the same year, the
National Save a Life League was established
in New York City. Shortly after World War
I1, the Neuropsychiatric Institute in Vienna
established a counseling center run by volun-
teers. Six years later in London, the
Samaritans was started by the Reverend
Chad Varah (Varah, 1973 and Fox, 1976).
Twenty-two years after its establishment, the
Samaritans had 165 branches in Great
Britainalone and received over 1 million calls
a year. It is staffed by volunteer "listeners”
and insists on strict confidentiality. Its inter-
actions, characterized as acts of "befriend-
ing", are predominantly non-directive.

The influential Los Angeles Suicide Preven-
tion Center (LASPC) was established in
1958, initially concerned with evaluation and
rehabilitation of hospitalized survivors of
suicide attempts (Litman et al, 1961). In
1961, it broadened its activities to include
community outreach, and a short while later,
a 24-hour telephone hotline, thus becoming
the prototype of American crisis centers. It
has regularly sponsored research projects,
many of which are referred to in this review.

Its early goals and operations have been
described by Helig et al. (1968) and Litman
et al. (1971).

There was a rapid proliferation of crisis ser-
vices modelles: on this program during the
late 1960’s and the early 1970’s. By 1974,
nearly all metropolitan areas in the United
States had such a cente? and many had two
or more (Miller et al., 1979).

Differences and Similarities Between Crisis
Centers

Telephone crisis services have certain
characteristics in common; they have the
capacity to offer immediate emotional sup-
port; they are available outside of usual of-
fice hours; they provide the opportunity for
anonymity; they tend to be staffed by volun-
teers; the assistance they offer is often
problem rather than "diagnosis” specific and
help is always short term.

Within these similarities there exist differen-
ces in emphasis. Some function
predominantly as information or referral ser-
vices, rapidly ascertainng the problem and
then referring the caller to an appropriate
treatment center. This service sometimes ex-
tends to the volunteer making the appoint-
ment and checking that it has been kept.
Sometimes this type of case management is
offered by multi-service agencies which link
the caller with the most appropriate urit of
the service. When appropriate, calls may be
passed directly to a duty psychiatrist or social
worker. At the extreme of the intervention
spectrum, there are crisis services which
primarily offers a psychological environment
which the person in crisis may find supportive
and which encourages callers to drop in (par-
ticularly true of the Samaritans).

Centers vary in the stress they place on con-
fidentiality. The Samaritans generally offer
total confidentiality (Hirsch, 1981), whereas,
manyservices in the Uni .ud States are willing
to intervene very actively (including sum-
moning the police) in order to avert a suicide.

The "befriending" process of the Samaritans
has been likened to Rogerian psychotherapy
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with its emphasis on acceptance and warmth.
This is shared by many Centers in the United
States. Ross (1980), a leader in the suicide
prevention movement, states that the "most
important objective in responding to suicidal
youth is to opcn the lines of communic .-
tion...accomplisned by showing concern, in-
terest and understanding in a
non-judgmental manner”. It has been sug-
gested tha' the anonymity centers provide
may be especially helpful to callers who find
a discussion of their problems embarrassing,
Additionally, patients who are concerned
with issues of control and power may be more
comfortable with telephone counseling as
they have the option of hanging up.

Volunteers are usually, but not always, super-
vised by social workers or other mental
health professionals. These menial health
professionals are also available for consult-
ation. This would generally not be the casc
with Samaritan services.

A number of programs target a specific
population such as college students (Ottens,
1¢+84) and at least one (Glatt et al., 1986) has
a telephone situated on a bridge that is
renowned as a place for fatal suicide leaps.

The differences between centers are some-
times subtle and are implicit rather than
stated. This makes research difficult and re-
quires that rather general operational
criteria be adopted by researchers. For ex-
ample, Bridge et al. (1977) designated any
entity a suicide prevention center if; a) there
was an identifiable person in the community
responsible for the service; b) if it provided
24-hour telephone or emergency service
coverage; and, c) if it advertised its existence.

Impact of Crisis Centers on Mortality

A number of cross sectional studies have
compared the rates in areas with and without
crisis centers, or in areas before and after the
introduction of a crisis center.

Two early studies (Litman and Farberow,
1969; Ringel, 1969) reported a drop in the
suicide rate in Los Angeles and Vienna
respectively, after a service was introduced at
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a time when the rates in California and in the
rest of Austria were reported to be increas-
ing.

However, suicide rates vary with the
demographic composition of a population.
Rates are associated with sex, age and eth-
nicity. The demographic profile of a given
area, and hence its potential suicide rate, are
all susceptible to change ~nd simple correla-
tional studies of this kind are inadequate.
Account of these factors must be taken and
appropriate control areas need to be studied.
Itshould be said here that w ith one exception
(Bagley, see below), no methodologically
adequate study has been able to demonstrate
an impact of suicide prevention centers on
the number of deaths from suicide.

One of the first studics to use a control
population, was carried out by Weiner (1969)
to assess the impact of the LASPC. Com-
parisons were made between the suicide rate
during the J years prior to the introduction
of the hotline services at the LAS*C and the
6 years afterwards and between two major
California metropolitan areas that had ser-
vices (Los Angeles and San Francisco) and
two that did not (San Diego and San Bernar-
dino county). However, changes in these
rates were not corrected for demographis
differences between the cities studied. The
study noted that there was a significant in-
crease in the suicide rate after the introduc-
tion of the hotline service in Los Angeles, but
this increase does not seem to have been sys-
tematically related to the presence of suicide
prevention centers, for there were similar in-
creases in San Francisco which had a service
and San Diego which did not, and a fall in San
Bernardino county, which did not have a ser-
vice. These fluctuations in rate are common
and cannot be interpreted without correc-
tions for changing socio-demographic
profiles. Anadditional confounding factor in
this study was that the study period covered
the development of a close collaboration be-
tween the Center and the medical examiner
and this may have resulted in a broader
definition of suicide (Litman and Farberow,
1969) and with it, an increase in coroner’s
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determinations.

Lester (1973), examined the suicide rate ina
number of major inetropolitan areas in the
United States, comparing rates in cities
before 1967 and after 1969. He compared
cities where a suicide prevention center had
been established with rates in cities where no
center existed. An analysis of covariance was
used to contrcl for the size of the city. No
differences were found, but the study did not
control for changes in reporting procedure or
for differences in demographic make-up.
The sample of cities was small and the dura-
tion of surveillance short, given the low in-
cidence of suicide.

In a methodologically rigorous study, Bridge
and colleagues at Duke University (1977)
compared the incidence of suicide in coun-
ties with and without suicide prevention
centers in all 100 counties of North Carolina.
They used a multivariate approach to ac-
count for a number of possibly confounding
variabiss at the same time. These included
duration of existence of a center, and a large
number of socic-demographic variables.
The mean duraiion of existence of a center
was 2.8 years. No changes in reporting pro-
cedures occurred during the time under
study. The highest incidence of suicidc was
in communities characterized by a high
proportion cf older, white, married persons;
suicide centers were more often located in
areas with different demographic charac-
teristics. Their results suggested that com-
pared to the influence of demographic
variables, suicide centers have a minimal ef-
fect on rate. They also found only trivial in-
teractions between the presence of a center
and community characteristics such as age
distribution, type of "cause of death” deter-
mining system, and population dez<ity of an
area, i.e., there was no evidence that hotlines
were more effective in certain communitics
than in others.

The British study by Bagley (1968) is the one
that was most widely quoted as supporting
the efficacy of suicide prevention centers. It
was noted that suicide rates in that country
were in decline and that the period of decline

coincided with the growth of the Samaritan
movement. In fact this was not accurate: the
decline in British suicide rates (‘vhich was al-
most certainly due to the introduction of
non-lethal domestic cooking gas tosubstitute
for coal gas--see above) halted in 1971 al-
though the number of Samaritan branches
and clients continued to rise until 1975
(Brown, 1979). In this study, Bagley used
both empirical and a priori techniques to
identify control communities. The empirical
match was based on the two most important
factors derived from » principal components
analysis. The a priori match was for popula-
tion over age 65, percentage of females, and
social class index. (These factors accounted
for 35 percent of the variance.) He com-
pared cities with and without centers match-
ing those with centers to control cities
identified through the two methods.

Bagley found that 15 Samaritan boroughs ex-
perienced z fall of 6 percent whereas ~ontrol
boroughs experienced a rise of 20 percent
(empirical) or 7 percent (a priori). Research
scientists from the Medical Research Coun-
cil Suicide Research Unit attempted to repli-
cate Bagley's findings (Barraclough et al,
1977, Jennings et al., 1978). They employed
methodological improvements including
using a wider variety of ratches, examining
more geographical areas, ard using matches
which accounted for more of the suicide rate
variance. On the same target boroughs, they
used 4 coordinates to do the cmpirical match-
ing nstead of 2, thus accounting for 65 per-
cent of the variance instead of Bagley’s 43
percent. Further, they broadened the search
for matchable borou’ hs and used a different
predictive rate match. To accomplish this,
they choosc boroughs with similar rates
before the establishment of a Samaritan cen-
ter and also matched for proportion of single
person households. Both of these methods
accounted for significantly more of the
variance than those adopted by Bagley. They
examined suicide rates for 6 years prior to the
establishment of a center and 6 years after its
opening. It was not possible to replicate
Bagley's findings; no difference was found
between Samaritan and control towns. They
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also noted that the rates of suicide decrease
did not paralle]l the increase in Samaritan
usage (Barraclough et al, 1977). Bagley
(1977) responded to this critical exercise by
stating that the difficulties in evaluating the
jrpact of services were too great and that
there was no reasonable way to demonstrate
their efficacy.

In the United States, Miller et al. (1984)
elaborated on the effects of suicide preven-
ticn services on suicide rates. The period of
study began in 1968, when most cities did
NOT have suicide prevention centers and
ran until 1973 when most cities did have such
centers. During this 6-year period, they ex-
amined the effects of suicide prevention ser-
vices on age-, race-, and sex-specific
populaticn groups. After going through a
lengthy series of procedures to verify the date
of a center’s introduction, they compared
suicide rates in 25 locations that had no cen-
ter prior to 1979 but which then introduced
and maintained one until at least 1973, with
50 counties which experienced no change in
the number of crisis centers during that time.
Age-, race-, and sex-specific rates were ex-
amined for all years for all centers. Dif-
ference scores were calculated by covarying
on the base rate. It was reasoned that if crisis
centers serve predominantly younger
women, then, any impact of a service could
be expected among that group. They found
a small but significant reduction in suicide
rate (1.75/100,000) in white females after the
introduction of a service, but no evidence of
an impact in other population groups. Their
examination was repeated on a second set of
data at a different time period and their find-
ings were replicated.

A variant to the crisis service provision
method of studying this problem can be seen
in the study by Chowdhury et al. (1973), who
randomly assigned suicide attempt repeaters
to routine out-patient care or to an enhanced
service which also provided an emergency
telephone service and a walk-in facility. The
latter group received home visits if they failed
to keep an appointment. The groups did not
differ in reattempt rates nor on any measure
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of mental state at the end of a six month fol-
lowup period.

COMMENTS: The disappointing impact of
crisis centers on suicide mortality needs to be
explained. To explore this question further,
we have further analyzed the literature on
who uses and does not use centers, whether
they are suicidal and whether any particular
types of cases seem resistant to their impact.

Who Uses Crisis Centers?

Descriptions of adult callers (Sawyer, 1972;
Murphy et al., 1969) and teenage counseling
services (King, 1977; Slem and Cotler, 1973;
Morgan and King, 1975) indicate that U.S.
suicide prevention centers are predominant-
ly used by females. A disproportionate num-
ber are under age 30 and they show the same
ethnic distribution of the area in which the
center is based. They do not, therefore,
reflect the special demographics of suicide
completion in which males predominate and
blacks are underrepresented.

It also seems that many, non-suicidal in-
dividuals in crisis use these secvices. They
may be lonely, isolated people. Thisis not in
itself incompatible with the goals of a suicide
service unless it diverts resources from
suicidal callers.

Hirsch (1981) monitored 100 calls each at the
LASPC and at the London branch of the
Samaritans. About 40 percentof the Los An-
geles center’s calls did not concern suicide.
The incidence of non-suicide related calls is
higher in Europe. In Helsinki, Aalberg
(1971) found that only 25 percent of calls
concerned suicidal ideation or suicidality.
The same proportion of suicidal calls was
found among callers to the Samaritans
(Hirsch, 1981). A considerable proportion
of non-suicidal calls to the Samaritans were
characterized as "sex" calls.

Studies of Teenagers

Very little published work evaluates the im-
pact of hotline or crisis services on teenagers.
This section will identify teenage usage rates
of general hotline services and review the
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findings of the single evaluation study of a
hotline service designed specifically for
teenagers.

In an early report of 1,607 consecutive
telephone callers to the LASPC (Litman et
al., 1965), 5 percent of the callers were under
age 20. Greer and Anderson (1979) inter-
viewed 90 percent of 364 consecutive cases
of attempted suicide in a busy hospital in
South London of whom 19 percent were
under age 19. More than 70 percent of the
total group had knowledge of the
Samaritans, but that proportion was far
smaller among teenagers. King (1977) sur-
veyed 3,000 college students who had passed
their freshman year and reported that 3 per-
cent had called a service, two-thirds of these
were for personal counseling rather than to
report disturbing behavior in others. This 3
percent utilization rate compared favorably
with the proportion of students who used the
student mental health service. Only 8 per-
cent of the surveyed callers were currently in
some form of therapy, indicating that the hot-
line was reaching a population not served by
other community agencies.

Slem and Cotler (1973) studied the impact of
a hotline service for teenagers (not specifi-
cally orier.ted towards suicide prevention) in
an upper middle class community in subur-
ban Detroit. The service had been intro-
duced through advertising in newspapers and
on school and community bulletin boards,
and widely distributed business cards. At an
unspecified later time, 1763 students in a
local high school were surveyed to find out
whether they knew of, or had used, the ser-
vice. The answers indicated that the hotline
was acknowledged as a community service of
which they were aware with the same fre-
quency as the YMCA and high school coun-
selling services. 98 percent recognized the
name of the service from a list of community
services and 5.6 percent had used it. When
asked to rank preferred sources of help for
problems, users ranked the service higher
than non-users. Both groups listed friends as
being the mostimportantsource of help. Not
very much information was available about

the users except that approximately two-
thirds were female and that users ranked help
from parents as being potentially less valu-
able than non-users, perhaps indicating a less
satisfactory home background. There was a
relatively low response rate among former
hotline users about whether they had found
the service useful, but two-thirds of the
responders confirmed that their contact had
been useful.

These studies, while indicating that a hotline
service can obtain satisfactory community
recognition, are inadequate for our purpose
because neither specify the proportion of
calls that pertained to suicide and neither ex-
amined the impact on psychiatric morbidity
generally, or suicide morbidity specifically.

Studies of Adults

—Suicide and Crisis Service Users; What
Proportion of Callers Are Suicidal?

Litman et al. (1965), in an early report from
the LASPC, noted the following: 45 percent
of the callers were either currently receiving
or had previously received psychiatric treat-
ment. 50 percent talked about suicide during
their call; 40 percent had made a previous
suicide attempt of which 22 percent were
within the preceding week. Only 10 percent
of calls were unrelated to "suicide poten-
tiality" (a rather loosely defined concept).
Usage patterns may have changed because
Hirsch (1981) in a survey of 100 calls at the
LASPC noted that 40 were not related to
suicide.

Evidence for the suicide potential of hotline
users has been gathered from studies which
have iooked at the subsequent suicide rates
in callers. In interpreting studies of this kind
it should be remembered that several factors
tend to lead to an underestimate of later
suicides among users. These include:

a, Many studies match callers’ names with
death certificate data collected from the
same administrative area (e.g. county) as
the service, and will miss people who have
died in other locations.
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b. A sizable proportion of calls are made
anonymously and cannot be linked to
death certificates or clinic records. There
is some evidence (Tabachnik and Klug-
man, 1965; Nelson et al.,, 1975) that
anonymous callers are more likely to be
living on their own, which would place
them in an especially high risk group.

It is also important to note that subsequent
suicides among crisis center callers cannot be
used to infer information about the efficacy
of a center because no comparison can be
made with the suicidal individuals who do not
call the center. Given those caveats, the
studies that are available tend to confirm that
crisis center users are deviant and carry a
much higher risk of later suicide than a nor-
mal control population.

In uncontrolled, followup studies of a ran-
dom sample of LASCP callers, Litman
(1970) and Wold and Litman, (1973) noted
that between 1 percent and 2 percent of
callers had committed suicide within 2 years
of their initial contact.

Sawyer et al. (1972) reported a study which
drew comparisons with the rate in the same
geographic area but which did not correct for
age and sex. They found that 0.6 percent of
the approximately 11,000 callers to the
Cleveland Suicide Prevention Center had
committed suicide within 4 years of their call.
This figure represents a rate of 288/100,000
or approximately 25 times the expected
death rate (uncorrected for age and sex).
Three-quarters of the suicides had been
referred to the center by others, compared
with one-quarter of the group overall. The
median interval between time of contact and

- suicide was # months. Only 6 percent of all

suicides in the city of Cleveland had been in
touch with the Suicide Prevention Center at
some time before death. In the absence of
age- and sex-matched controls, these rates
are difficult to interpret but appear some-
what lower than the 2.5 percent to 5 percent
suicide rate noted by Greer and Lee (1967)
in their 2.5 year followup of serious suicide
attempters treated in general hospitais. The
lower death rate found in such crude com-
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parisons cannot be used to infer the efficacy
of the prevention centers; it may simply
reflect different demographic composition of
callers to different centers.

Barraclough and Shea (1970) found death
(suicide and other causes) rates, corrected
for age, sex, location of call, and death, of in-
dividuals who had called the Samaritans insix
British counties to be 32 times the expected
rate during the first year after the call. This
rate fell to 7 times the expected rate 3 years
after the call. 30 percent of the deaths oc-
curred within the first month, 71 percent
within a year and 90 percent within 2 years
after ihe call. The death rates were inter-
mediate between that of former mental
hospital patients and currently depressed
patients, but were considerably less than
those among former psychiatric in-patients
who had been admitted following a previous
suicide attempt (Temoche et al., 1964).
There were marked differences between dif-
ferent centers, some having a lower than ex-
pected death rate, others a lower initial (first
year) rate, but acomparable or higher second
year rate (suggesting that suicide had been
deferred). These differences could have
reflected the quality of interventions or a dif-
ferent clinical base.

COMMENTS: Suicide crisis centers attract
potentially suicidal individuals.

—Who Will Go On To Suicide?

Several studies (Ovenstone and Kreitman,
1974; Wold and Litman, 1973; Wilkins, 1970;
McKenna et al,, 1975) have found that
suicidal patients who make use of crisis
telephone services fall into two groups: a
chronically suicidal group and an acutely
stressed group without a history of piior at-
tempts. Litman et al. (1965) predicted that
crisis centers would be most helpful to the
suicidal individual who is isolated and friend-
less or one who has suffered the loss of anim-
portant person through death or rejection.
Crisis centers were predicted t+ be least help-
ful to suicidal individuals with chronically dis-
organized behavior, or long standing
dysphcric or psychotic states.
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This is, in fact, what was found by Wold and
Litman (1973) in their detailed followup of a
random 1 out of 10sample of suicide preven-
tion ceuter callers. Among those who sub-
sequertly committed suicide, most had a
chronic history of psychiatric disturbance and
several previous episodes of suicidal be-
havior. The crises which had led to their
original call were different from those which
ultimately preceded their death. They had
goine on to experience, and in all likelihood,
generate, additional crises.

These findings were supported by Wilkins
(1970) in a death certificate match of ap-
proximately 1,300 callers. Suicides were
more likely than non-suiciders to be unmar-
ried, to have made a previous attempt, and to
have received previous psychiatric treat-
ment.

COMMENTS: There is evidence that
chronically disturbed callers who have made
previous attempts and had previous
psychiatric treatment are an especially high-
risk group for later suicide and that crisis
management is inappropriate for them.

—How Suicidal Users Compare To
Suicidal Non-Users

Differences between attempters who have
used hotlines previously and those who have
not, have been reported in several studies.

Barraclough and Shea (1970) found that 4
percent of a consecutive series of adult
suicides had used the Samaritans. Wold
(1970) compared the characteristics of
26,000 LASPC contacters with a group of 42
suicides and noted that 75 percent of the cen-
ter contacters were women, compared with
36 percent of the completers. Center contac-
ters were, on the average, 9 years younger
than complaters. A disproportionate num-
ber of center contacters were less than age
30.

Motto (1971), who studied 575 individuals
consecutively admitted to a psychiatric in-
patient unit for treatment of either a depres-
sive or a suicidal state, found that 11 percent
had used suicide preventicn centers. More

than 50 percent of these felt that they had
been helped by the contact, 10 percent said
they had been made worse. The most com-
monly stated reason for not calling was that
they had been unaware of the centers’ exist-
ence. Greer and Anderson (1979) ir.ter-
viewed 90 percent of 364 consecutive cases
of attempted suicide in a busy hospital in
South London, 19 percent of whom were
under age 19. Approximately 14 percent of
these attempters had had some contact with
the Samaritans in the past, but very few had
done so just prior to their recent suicide at-
tempt. Overall, just over 70 percent of the
group had knowledge of the Samaritans; that
proportion was far smaller among teenagers.
Among those of all ages who knew of the
crisis service, the most commonly stated
reasons for not calling were:

a. it did not occur to the caller,

b.they wanted relief from their distress or
wanted to die,

c. they thought that the crisis center would be
unable to help.

Half of the group that felt that the
Samaritans could not help had prior con-
tact with the Samaritans.

Greer and Weinstein (1979) studied suicidal
patients w’.o were receiving mental health
treatment, comparing those who had first
contacted a hotline with those who were
identified by a mobile emergency team which
made outreach endeavors to families or in-
dividuals in crisis. Hotline patients had a
lower suicide potential score on certain
standard measures and were less likely to re-
quire admission after being seen. The find-
ings from this study may tell us as much about
the seriousness of cases identified by amobile
team as they do about the mildness of disor-
ders seen in patients who call hotlines.

COMMENTS: In general, this is a sparse
literature but an important one. There is a
lot of evidence that hotlines do not have im-
pact on a community’s suicide rates (see
below). 1t is clear that their utilization ratc
by suicide attempters is low (the highest rate
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in the studies cited being 14%) and although
in Greer and Anderson’s study there were a
proportion of attempters who reported
having been disappointed at the intervention
they had received previously, most of those
who did not call did not think about it or did
not know of the hotline’s existence. Lack of
knowledge is a special problem with
teenagers.

Other Problems With Crisis Service Techniques
Low Compliance Rates After Triage

A number of studies document the low rate
of compliance with care after emergency
room triage interventions have been
provided to suicide attempters or to hotline
callers. Only one study has been carried out
with adolescents. Litt et al. (1983) studied 27
adolescents seen in an emergency room. All
were offered further appointments but only
33 percent kept them. Failure to keep an ap-
pointment was similar in groups referred
from an emergency room or from an in-
patient ward, but was more common in those
who had made a previous attempt. The num-
bers in this study were too small to permit
adequate statistical analysis towhich a variety
of interrelated factors might have con-
tributed. Additionally, there was no ade-
quate examination of the clinicians’
technique which has been shown to be im-
portant in studies among adult attempters.

A similar low "show" rate has been reported
for adults. Chameides et al. (1973) found a
compliance rate of 35 percent, and Paykel et
al. (1974) reported a compliance rate of 4«
percent with out-patient referrals made in
the emergency room. Compliers with the
out-patient referral did not differ from non-
compliers with respect to clinical characteris-
tics. Furthermore, many of those who do
keep their first, or first few, assigned appoint-
ments will fail to maintain contact with the
center to which they are referred, and will
drop out of their treatment program prema-
turely (Kogan, 1957b; Jacobsen et al., 1965).

Factors contributing to referral failure have
been studied by Knesper (1982) in nearly 300
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emergency room cases managed by 15 dif-
ferent clinicians. Failure was found to be in-
dependent of patient characteristics, at least
so far as suicide intentionality was concerned,
but an "outlier analysis” showed significant
clinician variation. The fact that some
clinicians can persuade most of their patients
to attend a later appointment while others
can persuade very few, suggests that clinician
behavior is important. The fact that referral
failure is not an index of seriousness of disor-
der was found specifically by Paykel et al.
(1974) who noted that attempters who com-
plied with their referral and attempters who
did not comply with a referral did not differ
in clinical characteristics including the
seriousness of their attempt. Chameides and
Yamamoto (1973) found that many of those
who fail to comply will see some other men-
tal health professional during the year after
their attempt.

The same appears to hold true for other
referral situations. In a study of the failure
of hotline callers to comply with suggested
appointments, Lester (1970) found that the
percentage of shows after a telephone call to
a crisis service ranged from 29 to 56 percent
with some seasonal variation and con-
siderable variation with individual volun-
teers. Approximately half of the 20 different
personnel involved had a success rate of less
than 40 percent, whereas the other half had
a success rate of between 50 percent and 80
percent.

What contributes to clinician/volunteer
failure? Knesper (1982) noted that a
clinician who would spring the question of
admission on a patient suddenly and without
warning at the end of an examination had a
very low rate of success in making referrals to
an in-patient unit.

Slaiku et al. (1975) found no significant cor-
relations between compliance and the
hotline volunteer’s conversational charac-
teristics in particular, whether they made
specific reference to words like suicide or in-
stead used euphemisms in referring to such
matters. They noted a highershow rate when
attencance for an appointment was initiated
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by the caller.

Several studies suggest that compliance can
be improved if the volunteer or clinician
makes an actual appointment for the
patient/caller rather than simply providing
them with a name and number to call. Kogan
(1975a) recorded a 37 percent compliance
rate for attempters seen in an emergency
room when the patient was provided a name
and telephone number compared with 82
percent when an appointment was made
during triage.

Rogawski and Edmundson (1971), using a
more stringent index of compliance (2 kept
appointments), found that only 30 percent of
those given a name and telephone number
kept their appointment, but that 55 percent
did so when an appointment was made for
them. However, neither were random as-
signment studies and there may have been
other selection factors which contributed to
being chosen for the more active interven-
tion and to later compliance.

There is also some evidence that compliance
may be improved if referral is made to a
specific clinical service rather than to a local
generic service. Welu (1977) contrasted
compliance to a specific, new outreach
program with 57 cases seen before the estab-
lishment of the new program who had been
referred to their community mental health
service. He found that 90 percent of the
cases attended the new program compared
with only 54 percent of the cases referred to
the original program. No details are given
about whether elements other than the
novelty of the program played any part in at-
taining this unusually high compliance rate.
Those who attended the novel program
made significantly fewer attempts.

Sudak et al. (1977) reported compliance
rates at the Cleveland Suicide Prevention
Center. Approximately two-thirds of the
referrals to this center are females. A center
professional routinely makes an appoint-
ment for the individual who has been triaged
and will then followup to see if the appoint-
ment has been kept. The overall compliance
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rate was 60 percent with higher rates being
reported for patients who were already in
treatment with another therapist. Similar
rates were reported for those who had made
a recent suicide attempt as for those who
called for other reasons.

COMMENTS: Low compliance with
recommendations is clearly a pervasive
problem and should be monitored routinely
by any crisis service. Some variation with hel-
pers will occur, but evidence is sufficient that
active procedures result in a significantly im-
proved compliance; they should become
standard and expected.

Conveying Inappropriate Information

Bleach and Claiborn (1974) and Apsler and
Hodas (1975) simulated real callers and
found that about 15 of 96 volunteer-
answered calls generated inappropriate in-
formation from the volunteer. Volunteers
tended to give callers a range of referral sites
without doing any editing or attempting to
find a best fit for the callers’ problems.

InterferenceWithOtherTreatments

It has been argued that the existence of readi-
ly accessible crisis services could complicate
other therapeutic interventions. Certainly
many callers are receiving treatment else-
where. King (1977), in a study of college stu-
dent crisis service users, found that 8 percent
of callers, were currently in some form of
therapy. Litman et al. (1965) noted that
about 20 percent of 1,607 consecutive callers
to the I.ASPC were currently in some form
of therapy. Hirsch (1981) noted that many of
the calls to the LASPC dealt with complaints
about therapists.

COMMENTS: The undermining of other
effective forms of treatment is likely to be a
problem if a center has a strong theoretical
bias, but there is no evidence of a negative
impact through this mechanism.

Popularity With Users

Slem and Cotler (1973) in their assessment
of highschool users, reported that 68 percent
had had a good experience with crisis ser-
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vices. The findings of this study must be in-
terpreted cautiously because the followup
rate was relatively low (58%) and the num-
ber of suicidal users was not specified.

King’s (1977) study of college student users
indicated that the majority of girls found the
counseling services helpful, but fewer than
half of the male students did so. The dif-
ference between the sexes was statistically
significant. However, between 20 and 33
percent of males and between 10 and 20 per-
cent of females reported that the experience
of hotline usage made their problem worse.
Satisfaction among users who called because
of suicidal ideation or attempt was markecly
less for males than it was for females.
Females who received counseling fro.n a
male listener on the whole reported greater
satisfaction with the help received. Similar-
ly, males who received help from a female lis-
tener reported more satisfaction than males
who spoke to male listeners.

Getz et al. (1975) found that patients with
like problems, e.g., problems with their
parents, felt more positively about the crisis
intervention than callers who had serious
mental illness or drug problems.

COMMENTS: It is difficult to know
whether the reports listed above are
parochial, i.e. apply only to the center which
has been studied, or have a more general ap-
plication. Judging from the number of
repeat calls reported by most centers, there
must be a reasonable level of satisfaction, but
this may not in itself be related to efficacy.

Volunteers vs. Professionals; The Impact of
Training

Bleach and Claiborn (1974) and Genthner
(1974) used students to simulate clients and
rated empathy of volunteers working in crisis
centers. Using standardized rating scales,
both found that most volunteers were
functioning at low levels of warmth and em-
pathy.

Hirsch (1981), in an essentially anecdotal
comparison of volunteers and professionals,
suggests that volunteers show more warmth,
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empathy and patience but are less skilled
than professionals in eliciting relevant past
history and in being able to integrate infor-
mation from the volunteer. This has been at
least partly confirmed by comparisons be-
tween trained and untrained volunteers.
Knickerbocker and McGee, (1973) found
greater warmth and empathy in untrained
volunteers. It was not clear, however,
whether the more experienced volunteers
had received specific training in empathy and
warmth and where this has been the case--
training in empathetic response--improve-
ments appear to occur over time (France,
1975; Kalafat et al., 1979). Differences in
trained and untrained workers in these skills
may be moot because the literature on
psychotherapy outcome shows only poor
agreement between therapist characteristics
and good outcome (see Stein and Lambert
for details).

Another relevant dimension is that of per-
missive vs. directive. Knowles (1979) and
Mcarthy and Berman (1979) noted a tenden
cy for untrained volunteers to be very di- ..-
tive and to offer advice, often prematurely
and on the basis of inadequate information.

Ottens (1984) developed a prcgram initially
used to train key faculty, residence hall coor-
dinators, and other staff at Cornell Univer-
sity. The program focuses on how to take a
proactive, and directive approach to crisis
management, familiarity with available
resources and how to use the resources, and
how to interact with the crisis victim. The
program was evaluated by designing a set of
situational vignettes with multiple choice
answers designed to depict possible inter-
venor actions. The validation criteria were
established by obtaining responses on the
same questions from Crisis Center staff. Al-
though it is stated that there were changes in
the rank ordering of several of the different
items, data are not provided. Statistical
values are not given nor are the statistical
procedures described.

Elkins and Cohen (1982) found little im-
provement in hotline volunteers after 5
months of training, but those who received
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pre-job training did appreciably better than
others. The less dogmatic, the more sensitive
and skilled the person was likely to be.

The relationship between knowledge of
suicide lethality and ability to deal with
suicidal individuals was examined in a group
of nursing students by Inman et al. (1984).
There seemed to be little relationship be-
tween the lethality knowledge and skill re-
quired for effective management of suicidal
patients.

COMMENTS: Suicide crisis services are
used by seriously ill individuals who have a
high suicide potential. Despite their high
usage rates and the high proportion of calls
which pertain to suicide, an overwhelming
majority of attempters do not call these ser-
vices. The literature does not allow us to
conclude whether their failure to effect
death rates--except marginally on young
white women--(See Miller, 1984) is due to
the failure of their technique to meet the
needs of a residual suicidal population or to
their failure to attract an appropriate popula-
tion. On the one hand, information on the
nature of callers who suicide suggests a mis-
match of technique with recurrent suicide at-
tempters. Data from studies which
compared users and non-users suggest low
utilization rates. However the evidence is
drawn from a variety of studies of different
populations at different times in different
countries. The issue remains an important
one and should, perhaps, be a specific focus
for further research.

It is important to determine whether the
findings relating suicide repetitions can be
applied to adolescents. Despite their youth,
teenagers frequently have a history of
repeated attempts and attempt repetition
has been found in at least one study to be a
predictor of later suicide (Otto et al., 1972).

It seems that a fruitful exercise for the future
would be to investigate how best to increase
and sustain knowledge about the availability
of a hotline service to a vulnerable popula-
tion group. This can be done (see Slem and
Cotler’s work demonstrating a high rate of

recognition in their suburban community). It
may also be true that the skills of telephone
answerers in a crisis service decay when the
service is used nredominantly by non-suicidal
callers. Research is needed to see whether
more narrowly demarcating the caller
population improves the quality of advice or
information that volunteers give.

Finally, there is evidence that hotline volun-
teers may have defective mastery of informa-
tion, may be deficient in empathy and may
use inappropriate techniques to ensure com-
pliance with referral recommendations.
Researchindicates that, although experience
does not ameliorate these problems, training
may. Clearly, regular evaluation of these ele-
ments of a crisis intervention service, using
techniques that have already been
developed, should be a routine for estab-
lished centers.

After the Crisis

There have been no satisfactory studies in
which suicidal teenagers have been random-
ly assigned to differing systematic treatments
with outcomes observed in a controlled
fashion. (See Trautman and Shaffer, 1984)
The bulk of this section, therefore, relates to
studies of adults.

Clearly, the expected efficacy of any
psychiatric intervention is dependent on its
success in attracting disturbed patients, on
their compliance with treatment being
recommended and on the effectiveness of
the treatment recommended. The literature
contains relatively few adequately designed
studies for this purpose. Most are quasi-
naturalistic studies in which individuals who
comply with treatmment recommendations are
compared with those who do not, orin which
outcome for those who were treated routine-
ly before a new program was instituted are
compared with those who enter a new
program. Such studies present considerable
problems in interpretation. There is no con-
trol over the type of treatment that is offered.
It will vary in type and quality with different
practitioners. Non-compliers are a poor con-
trol group because they may be either more
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(i.e., don’t adhere to schedules, etc.) or less
(i.e., not severely disturbed so don’t see the
need to attend) deviant than compliers. Dif-
ferences between compliers and non-com-
pliers may either negate or enhance the
apparent effects of treatment. Before and
after studies may also present difficulties be-
cause the opening of a new service will tend
to attract a different category of patients than
those served before the existence of a new
program.

Naturalistic Studies

Greer and Baglev (1971) contrasted suicide
attempters who, due to staff oversight, had
been discharged from an emergency room
without a further appointment, and those
who were given and complied with an ap-
pointment to attend a psychiatric clinic.
Non-referred cases had significantly higher
suicide treatzent rates than those who were
seen by a psychiatrist. There were inter-
mediate findings when those who had had
more than 2 treatment visits were compared
with those who had made only one visit. The
seriousness of the initial attempt did not
predict reattempt.

These findings have not been replicated and
itis not clearwhether the non-attenders were
denied additional appointments or whether
theyalso included some cases who were given
a telephone number to call and who failed to
do so and were thus classified as non-com-
pliers. If the untreated control group did in-
clude cases of this sort then the poor results
might reflect some selection factor which was
predictive of both non-compliance and
repetition. On the other hand, if they were
all systematically excluded, then the findings
would suggest an effect. Other things being
equal, oversight would more likely occur with
less seriously disturbed patients.

Ettlinger (1975), in Denmark, instituted a
new service for suicide attempters which en-
couraged unfettered access to mental health
professionals, daytime hotline and walk-in
clinics, frequent home visits made at the
patients request, close consultation with
other hospitals to which the patient might be
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admitted, and proactive outreach for a one-
year period. The subsequent five/six year
suicide rate for 670 consecutive admissions
was examined and compared with the death
rate for 681 attempters who had been ad-
mitted to the hospital before the service had
been started. The new service appears to
have been popular and was used freely.
Despite this, no differences were found in
subsequent suicide rates or social adjustment
between the two groups. The study is some-
what flawed by the low retrieval rate for the
control group but that would not have been
expected to effect knowledge about later
suicides.

Welu (1977) contrasted suicide repetitions
among 63 patients seen in an innovative out-
reach program with 57 cases seen before the
new program was introduced and who had
been referred to a local community mental
health center. Cases assigned to the new
programwere more likely toattend and made
significantly fewer attempts during the 4-
month followup period.

Kennedy (1972) reports differences in
repetition rates of 204 suicide attempters:
142 were selected for short-term admission
to a suicide crisis unit, 672 were referred to a
psychiatrist for out-patient after care, and 56
received no after-care. Repetition rates
were significaraiy lower for thosc who were
admitted for ashort-term stay, but there were
no differences in reattempt rates between
the group that received long-term psychiatric
treatment (which was often started several
weeks after the attempt) and those who
received no treatment. These findings per-
sisted even after corrections were made to
account for previous suicide attempts, a fac-
tor which is thought to be a strong predictor
of further repetition. The authors inferred
from these findings that crisis management is
important.

Random Assignment Studies

Chowdhury and Kreitman (1973) randomly
assigned repeat attempters to routine out-
patient care or an enhanced service which in-
cluded emergency telephone access and a
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walk-in facility. Patients also received home
visits if they failed to keep an appointment.
The groups did not differ in their reattempt
rates or on any measure of mental state.
However, the experimental group ex-
perienced fewer social problems (housing
difficulties, unemployment, collection of
benefits, etc.) at the end of the evaluation
period than the controls. One cannot argue
from this study that psychiatric care was not
helpful as it was received by both groups.

Motto (1976) and Motto et al. (1981) iden-
tified a sample of 3005 hospitalized patients
at "high risk" for suicide. All were offered
after care. Of these, 862 declined. These
were then randomly assigned to a group
which received intermittent telephone con-
tact at decreasing intervals over a S-year
period, or to a group which received no fur-
ther contact. During the first 2 years, suicide
rates were twice as common in the non-con-
tacted group as in those who received con-
tact. During the remainder of the followup
period the rates converged. This study is dif-
ficult to interpret because of the way that
non-compliance with treatment is handled.
There was a relatively poor followup rate
among those selected to receive contact
(243/417 contact subjects either refused to
receive contact or else could not be con-
tacted). It would have been interesting to
know what their death rate was, but in the
study descriptions which have thus far ap-
peared in print, they are not differentiated
from the remainder of the contact group.

Gibbons (1978) and Gibbons et al. (1980)
randomly assigned 200 cases each to a course
of intensive, but time-limited (3 months),
task-centered case work, and to routine
treatment (some cases were followed up by a
psychiatrist, others by a general practitioner,
etc.). Cases with high suicide intent were
precluded from the random assignment and
were all designated to receive the intensive
approach. No differences were found be-
tween the two experimental groups but the
high risk "excluded"” group had a significantly
higher repetition rate. There were a sig-
nificant number of drop outs from the treat-
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ment groups and the report does not specify
the repetition rates for the partially treated
groups.

Only one random assignment study has been
identified which assigned patients to dif-
ferent types of psychological treatment.
Liberman and Eckman (1981) randomly as-
signed a small group of attempters to either
32 hours of behavior therapy (social skills
training, anxiety management, and contin-
gency contracting) or to insight-oriented
psychotherapy. The groups did not differ
with respect to repetition of suicide attempts
but the behavior therapy groups were
generally less symptomatic and less preoc-
cupied with suicidal ideation and threats.

COMMENTS: Although none of the
studies are adequate methodologically, none
present clear and consistent evidence that
suicide repetitions can be prevented by
whatever array of interventions may have
been offered in these different settings. The
very high relapse rate of patients with a his-
tory of chronic personality disturbance and
previous suicide attempts in Chowdhury and
Kreitman’s study, even though they were
provided with optimal and varied manage-
ment, is particularly relevant in the light of
Litman’s observations that this is the group
of crisis service contacters who are most
prone to ultimately commit suicide. The ab-
sence of psychopharmacological studies is
especially striking and highlights a research
priority area.

CCNCLUSIONS

The prediction of rare events from common
ones is a dispiriting process which has been
commented on by several reviewers (Rosen,
1954). Predictions are plagued with low
specificity (high false positive rates) whick
might be acceptable if the interventions were
either inexpensive or efficacious or both.
That is far from the case, however, in suicide.
The general wisdom is that preventive inter-
ventions should focus on suicide attempters
or on depressed patients.

With respect 1o the latter, Temoche et al.
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(1964) undertook a rather dispiriting analysis
of what the impact might be of an optimally
efficient prevention scheme focusing on
patients with a serious psychiatric illness
which had required hospitalization. Using
Massachusetts data, they matched
psychiatric hospitalization records with
suicidal death notifications. Suicide rates
were low during the patients stay in hospital,
but were very high in comparison with the
general population after their discharge.
Most deaths occurred during the first year
after discharge and the group with the
highest suicide rates were those that had
received an in-patient diagnosis of depres-
sive psychosis. Assuming that optimal
protection (which might involve prolunged
institutional care) was provided for the
highest risk group for the period of maximum
risk (one year after discharge) the (very ex-
pensive) intervention would only reduce the
suicide rate by 4 percent. They conclude that
any more effective program would have to
broaden the net of patients taken into care
(thus radically increasing the cost), or wouid
have to improve the efficiency of any predic-
tors so that a smaller but more specific high
risk group could be identified. This exercise
did not take account of the very low com-
pliance rate for treatment in this group of
patients,

Prevention based on the effective treatment
of suicide attempters has not been subject to
the same analysis, but given the lower ratio
of attempts to completions we would expect
that it would be more cost-effective than the
management of depression if we could iden-
tify an eifective intervention. While the
literature which deals predominantly- with
psycho-social interventions fails to provide
us with any indication that these interven-
tions are effective, we cannot conclude from
this that suicide attempts are untreatable.
The literature, at least as we have surveyed
it, is strikingly deficient in the area of
psychopharmacology which, given its efficacy
in the general area of affective illness, is sure-
ly the area where most hope should be
directed and which is most deserving of re-
search support.

Recent work on biological predictors of
suicide repetition and completion (Asberg et
al,, 1976; Stanley, 1984) has not been dis-
cussed in this review but it offers the prospect
of increasing the specificity and thus reduc-
ing the cost of preventive interventions.

A considerable amount of energy and good-
will, human sensitivity, and kindness has gone
into the conventional suicide prevention ac-
tivities but there is little evidence that they
have been effective. Can we accept the bit-
ter logic of research orshould the findings be
qualified with the customary apology that not
all benefits can be researched? Certainly
there is room for more research on the
benefits of hotline calls and crisis centers for
problems other than suicide, but there is pre-
cious little encouragement for the suicide
preventer. We all want crisis services to
work, but if they do not, we should have the
fortitude to discontinue them.

To postpone attempts until answers are
provided by experimental programs would be
to ignore the evidence of common sense and
clinical experiences (Rogers et al., 1982).
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SUMMARY

The development of general suicide preven-
tion efforts in the United States and beyond
is reviewed, with emphasis on the paucity of
attention to youth suicide until recent years.
Training programs are reviewed, again with
few found specific to youth. A current sur-
vey of prevention and intervention programs
in the United States is introduced, detailing
the types of programs which could be iden-
tified. Special therapy needs of adolescents
are considered, and recommendations for fu-
ture programs are detailed.

INTRODUCTION

Suicide stands out among major causes of
death when accounting for deaths which
might have been prevented by an act of will.
Prevention efforts in communicable diseases
and in disorders with parameters inf.uenced
by human choice, such as lung cancer and
smoking, are considered relatively effective;
suicide, however, is the choice not to live and
it can be prevented only by a change in
choice. As a result, prevention efforts have
held the attention of those concerned with
suicide for as long as suicide has been ap-
proached as a public health problem. During
the past decade the dilemma of increasing
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rates of suicide by American youth has
brought into focus the waste of life involved
when the very young choose to take their
lives. The purpose of this paper is to review
what has been done in suicide prevention in
the past and to summarize the types of
suicide prevention efforts currently occur-
ring in American communities, with specific
reference to youth.

HISTORICAL REVIEW

The suicide prevention movement had its
origins in the mid-1960s; there was little at-
tention paid to suicide before that time. The
authors studying suicide most often quoted
in earlier years were Freud (1), and
Durkheim (2). Freud believed that suicide
was the ultimate example of introjected rage
and self punishment; he also speculated on
the existence of a separately operating,
biologically established death instinct.
Durkheim’e early studies of sociological fac-
tors associated with suicide are best remem-
bered for his elaboration of the anomie of the
suicidal individual.

Of particular interest in the context of youth
suicide was the 1910 meeting of the Vienna
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Psychoanalytic Society, reported in OnSuicide
(3). The meeting was planned because of the
suicide death of a school boy and focused on
harmful influences affecting young people.
Actually, suicide as a problem was well estab-
lished long before the work of these two
giants. Goethe, another literary giant,
brought attention to romantic suicide in his
book, The Sorrows of Young Werther. It is
said that after Goethe’s love-struck
Werther’s story was popularized (4), a num-
ber of imitative suicides occurred among
German youths. The romanticization of
suicide may have accounted for other clusters
ofyouth suicides over the years, although this
phenomenon was not actively studied until
very recent times when alarm over the in-
crease in absolute numbers of youth suicides
stimulated research.

It was not suicide among the young that
stimulated the beginning of the suicide
prevention movement. During the 1960s,
suicide prevention centers came into being in
a number of different locations. The earliest
centers generally developed out of the inter-
est of mental health professionals and, for
the most part, consisted of telephone
answering services staffed by trained volun-
«eers offering crisis intervention counseling
anonymously.

Impetus was given to suicidology as a field of
study by legislation enacted in the 1960s by
the United States Congress. Early advocates
for suicide as a deserving and needed field of
study included Dr. Edwin Shneidman, Dr.
Robert Litman, Dr. Norman Farberow, Dr.
Harvey Resnik, Dr. Seymour Perlin, and
others. The legislation established a Center
for Studies of Suicide Prevention within the
National Institute of Mental Health
(NIMH). This center, headed first by Dr.
Shneidman, and later by Dr. Resnick,
provided a focus for suic.de efforts over a
number of years.

Beginning in 1968, the center published the
Bulletin of Suicidology. Research money
distributed through its grant program gave
major impetus to investigations throughout
the nation.
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During and preceding this period in the
United States, several organizations in other
countries became involved in suicide preven-
tion activities. The Samaritans organization
originated in England and spread world-
wide. Their activities are detailed in another
paper in this volume. A parallel effort by
Contact Teleministries world-wide ac-
counted for many additional telephone
answering, crisis intervention services.

By 1968, sufficient interest in the field of
suicide .revention had developed in the
United States and a sufficient number of
workers existed in the field to warrant a na-
tional meeting. The first meeting was or-
ganized in Chicago, Illinois under the
sponsorship of the University of Chicago and
became the formative meeting for the
American Association of Suicidology
(A.A.S.). Suicidology was a new term intro-
duced by a charter member and original
leader of the association, Dr. Edwin Shneid-
man, and indicated the scope of the new or-
ganization, that is, the study of suicide and its
psychological, sociological, and clinical
manifestations. Despite the academic focus
indicated by the title and expressed by the
early members, an immediate division
developed within the organization between
those who were primarily invested in suicide
prevention (especially the volunteers) and
those who were academicians. Over the
years this divergence of interests has persist-
ed within the organization, nevertheless, the
intent of the original organizers has been
honored in that the A.A.S. has not been
divided. It remains a multidisciplinary or-
ganization where research and application
reinforce one another. Through an annual
national meeting, the organization has
fostered research and reporting on varied
aspects of suicide. One of its most important
contributions has been the development of
standards by which suicide prevention
centers can be judged and certified. The
organization’s scientific journal and newslet-
ter have had the desired effect of stimulating
continuously increasing interest in the area.
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Youth suicide was a special focus among the
early students of suicide. Review of the an-
nual programs of the A.A.S. indicates that an
increase in suicide among youth was noted as
early as 1974, although the increase at that
point was not marked enough to allow firm
conclusions about the dimensions of the
problem. In the decade from 1974 to 1984,
the very clear increase in youth suicide was
documented and led, not only to an increase
in the number of publications and specialized
programs in suicide prevention for youth, but
also to specific federal responses. In 1979,
the U.S. Public Health Service promulgated
the 1990 Objectives for the Nation; among
them were a number of objectives related to
control of stress and violent behavior.
NIMH created a staff position relating to
suicide issues, announced a programmatic
goal of a 10 percent reduction in youth
suicide in the next decade, and aimed for
identification of crisis telephone services by
60 percent of youth. Specific legislation at
the State level, first in California and sub-
sequently in other States, was introduced for
dealing with suicide prevention programs for
youth. In 198S, the Secretary of Health and
Human Services established the Secretary’s
Task Force on Youth Suicide. A series of
meetings and reports have been generated by
this task force.

During the approximately two decades when
suicide prevention was a specific focus of
professionals in the United States, the num-
ber of suicide prevention programs steadily
grew throughout the country. Since 1981,
new programs dealing with primary preven-
tion efforts in schools have been de--=loped.
Currently in the U.S. about 1,006 < icide
prevention or crisis programs have been
identified exclusive of community mental
health programs. Generally these programs
were organized with goals broader than
suicide prevention. Their names often
reflect the broader crisis intervention pur-
pose, such as Crisis Center, Telephone Hot-
line, etc. Some, but by no means the
majority, of these programs have established
components specifically related to adoles-
cent suicide. School programs have become
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quite widespread, generally having been in-
itiated only after a suicide involving a student
has brought the issue of youth suicide strong-
ly into focus. In some instances, school
programs are provided by outside experts, in
others educational psychologists employed
in school systems have developed training
programs for student bodies. An ongoing
component of these programs is the task of
dealing with students directly affected when
a close friend has died from suicide.

In the late 1960s and early 1970s a number of
crisis programs were organized specifically
for the youth population and were advertised
as such. They tended to use youthful volun-
teers as telephone respondents. Typically,
these programs were organized by young
people, training was less rigorous than for the
more general suicide prevention programs,
and, for the most part, these programs have
disappeared from American cities. There is
some appeal to the notion that a young per-
son in . ..is might prefer to talk to a willing
peer volunteering in a telephone response
service; nevertheless, the relative lack of sur-
vival of these programs might suggest other-
wise. In any case, the appropriate and
adequate training of youthful volunteers
remains problematic and has not been at-
tempted by most established services.

Other suicide prevention efforts have
developed in connection with the emergence
of emergency psychiatry as a sub-specialty.
General and psychiatric hospitals have in-
stalled discrete programs for dealing with
emergencies brought to hospitals and with
psychiatric aspects of medical treatment in
general hospital emergency rooms. These
programs encounter a large number of
patients who have taken overdoses, and,
especially in training hospitals around the
country, have developed program com-
ponents specific to suicide. Recognition of
the need for ongoing care after emergency
interventions with suicidal patients have led
to the establishment of outpatient programs
tor suicidal patients. Several centers provide
ongoing care through therapy groups
homogeneous for suicide ideation. Many of
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these are located in public outpatient clinics
associated with teaching hospitals, in com-
munity mental health programs, anJ as walk-
in services in a few suicide prevention
centers. The author maintained a therapy
group for several years for adolescent suicide
attempters treated in a general hospital
emergency room. Yet another type of
suicide-related effort involves therapy
groups for susvivors of a suicide. Typically,
these attract the parents of young people
who killed themselves. Such groups exist as
free-standing services staffed by mental
health professionals. Many have developed
as walk-in services in suicide prevention
centers.

AFFILIATIONS IN OTHER
COUNTRIES

Thus far, we have focused primarily on
programs within the United S.ates. In fact,
the suicide prevention movement was active
in Europe earlier than in the United States.
In 1960, the first international suicide
prevention meeting was held and the Inter-
national Association for Suicide Prevention
was formed with central offices in Vienna.
The name of the organization was later
changed to indicate the broader interests
shared by member organizations. It con-
tinues today as the International

Association for Suicide Prevention and Crisis
Intervention. This group, like the A.A.S,,
holds plenary and regional meetings and
publishes a scientific journal. The 25th an-
niversary meeting was held in Viennain 1985.
The A.A.S. has functioned as a national
member of the international association
since A.A.S. was formed.

SUICIDE PREVENTION
TRAINING

Training for mental health professionals in
the area of suicide prevention has increased
steadily in recent years as the visibility of
suicide, especially among adolescents and
youth increased. Schools of social work,
nursing, psychology, and psychiatry have par-

ticipated in and expanded their emphasis on
training. There remains, however, a substan-
tial lack of uniformity among programs
across the country; some refer to suicide
prevention in single lectures and case
reviews, and others provide discrete cur-
riculum segments containing many hurs of
both didactic teaching and case experience in
suicide prevention. The scope of instruction
in professional schools generally covzrs the
identification of populations at risk, in-
dividual case assessment techniques with
respect to suicide risk, techniques in crisis in-
tervention relevant to suicidal persons, and
special care needs of particularly high-risk
populations. Specific attention to adoles-
cent suicide may not go beyond acknow-
ledging that suicide in this group has shown
recent increases. The dilemma for profes-
sional schools is that a well-defined body of
knowledge about adolescent suicide does not
yet exist and few individuals have specific ex-
perience or training in this area to be able to
teach it well,

Several specialized training programs
deserve mention. The National Institute of
Mental Health provided funding since 1967
for a fellowship program insuicidology at the
Johns Hopkins University School of
Medicine. One outcome of this program,
headed by Dr. Seymour Perlin, was a hand-
book (5) which provided an important
resource for other training programs (4). Of
interest, this volume published in 1975, did
not index adolescents or youth or teens, an
accurate reflection that special concern for
youth had not yet emerged. Many of the cur-
rent leaders in the field were trained in that
program. After the close of the Johns Hop-
kins program, there was no specific training
opportunity for individuals motivated for an
academic career in suicidology. Recently Dr.
Ronald Maris developed a new fellowship
program at the University of South Carolina
which offers promise of renewed leadership
in the field.

It seems to be the general case that programs
for physician’s assistants and on-site inter-
veners such as emergency medical tech-
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nicians (EMTs) and policemen are relatively
unsophisticated in suicide prevention treat-
ment. Model curricula have been developed
for these groups and have been promulgated
by the American Psychiatric Association’s
Task Force on Emergency Psychiatry Care
Issues (6).

The situation for volunteers in suicide
prevention centers is relatively better
defined than that for mental health profes-
sionals. Training curricula for volunteers
have been developed (7) and widely
promoted and standards and criteria for
training of volunteers has improved the
uniformity of training around the country.
The scope of training for center volunteers
includes didactic instruction in crisis inter-
vention techniques, experiential involve-
ment through role-playing, and supervised
participation in crisis work on telephone
lines. Volunteers often become extremely
proficient in dealing with people in crisis and
may have more training for this task than do
mental health professionals. It remains the
case however, that specific training in deal-
ing with adolescents is not separately ad-
dressed in most programs.

Textbooks devoted in whole or in part to
suicide preventian i1 evitably lag a number of
years behind the current state of knowledge
in the field. Itis not surprising that the recent
books offer relatively little in the area of
adolescent suicide prevention. Several
books, in the past two years, do address this
area and include Youth Suicide, (Peck, et al.
8).

Two scientific journals are devoted to
suicide-related topics: Suicide and Life
Threatening Behavior, the journal of the
A.AS.,, and Suicide, the journal of the Inter-
national Association of Suicide Prevention
and Crisis Intervention. An earlier publica-
tion, Bulletin of Suicidology was published by
NIMH during the years of the Center for
Studies of Suicide Prevention.

There have been some efforts to develop
model curricula in suicide prevention. Dr.
James Lomax has written curriculum recom-
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mendations for psychiatry residency
programs which were accepted by the or-
ganization of heads of psychiatric training
programs and is available from them (9,10).
Dr. Alan Berman, in heading an educational
committee for the American Association of
Suicidology, collected curricula from training
programs around the country and developed
specific professional training recommenda-
tions.

The most effective way to upgrade educa-
tional emphasis in an area is to influence the
accreditation examinations in that area. Ef-
forts have been made, for example, to in-
crease the number of questions about suicide
and its prevention in the examinations of the
American Board of Psychiatry and Neurol-
ogy. These examination questions have not
yet focused directly on adolescent suicide,
but it is hoped that they will do so in the fu-
ture.

The development of standards in suicide
prevention efforts has been a uniquely thor-
ny problem. Standards of care are needed
both in specific suicide prevention programs
and in any program offering mental health
services. Workers have been reluctant to
delineate highly specific standards because of
the likelihood of related litigation in the
event of a completed suicide. A.A.S. has
considerable experience with standards
developed more than a decade ago for
suicide prevention centers (11). These were
organized as minimal standards of com-
petence for programs and have been used as
the basis for a certification process for suicide
prevention centers. This has been an out-
standing effort in that it has had obvious and
gratifying impact on the quality of services
developed within programs and has not in-
duced troublesome litigation.

In contrast, the experience of hospitals in es-
tablishing suicide prevention standards has
been very mixed. Tremendous lack of
uniformity exists among hospitals around the
nation in policies directed to suicide preven-
tion. Some hospitals have very strict require-
ments whereas others have decided to do
nothing in order to avoid the problems of
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diversity in care (12). A.A.S. has worked for
a number of years in surveying hospital prac-
tices and currently is developing a set of
recommendations for consideration by the
Joint Commission on Accreditation of
Hospitals. The latter group has been reluc-
tant to establish standards for care of suicidal
individuals although it does require
documentation of risk assessment. In con-
trast, a major care provider, the Veteran’s
Administration (V.A.), has had a set of nurs-
ing regulati. ns and a manual on suicidal and
violent patients for several years. These
standards are far more specific than are those
encountered in the private sector. It is un-
clear whether these have substantially raised
the awareness and sensitivity of V.A. staff
members tu suicide issues compared to
professionals in the private sector. As ex-
pected, the V.A. standards did not address
youth suicide as a special problem. Since
adolescents requiring psychiatric hospitaliza-
tion generally are segregated from the adult
population, it seems likely that a professional
group such as the American Society for
Adolescent Psychiatry may become involved
in development of specialized standards of
care for this group.

SUICIDE PREVENTION
EFFICACY

One of the most troublesome aspects for
planners in the area of suicide prevention for
adolescents is the lack of substantial and con-
vincing data about the efficacy of existing
programs. Outcome research is made dif-
ficult by the mobility of the young popula-
tion, the lack of adequate and accurate
reporting of suicide deaths, and ethical
dilemmas encountered when specific inter-
vention programs are to be compared to a
control population deemed equally at risk;
that is, withholding intervention from
populations at risk cannot be sanctioned. A
few outcome studies have been greeted with
enthusiasm but also with considerable
methodological criticism. One study in-
volved the comparison of similar towns in
England wheie the Samaritans were and

were not active, with a favorable decline in
the suicide rate in the town where the
Samaritans intervened through a program of
befriending those identified as being at risk
(13). Another piece of evidence involved the
cessation of carbon-monoxide-producing
coal oil as a cooking fuelin Great Britain with
a corresponding drop in the suicide rate (14).
These data have been particularly interesting
toadvocates of firearms control in the United
States because they suggest that the control
of a popular means of suicide may indeed in-
fluence the overall frequency of death.
Lester has reported a correlation across
States between handgun control and suicide
(15) and most important, has extended his
analysis to show fewer adolescent deaths in
States with stricter controls (16). No con-
vincing studies, as yet, in adolescent suicide
show that specific kinds of intervention other
than gun control absolutely decrease the
suicide rate. The shifts in the suicide rate
over time are confounding variables. It ap-
pears, for example, that the alarming rise
during the past 15 years in adolescent suicide
is now reaching a plateau and we may be ex-
periencing the beginning of a gratifying drop
in these deaths. The stated goal of the
Department of Health and Human Services
to achieve a 10 percent drop in adolescent
suicide may have been fortuitously timed.
That, of course, does not guarantee that any-
thing efficacious has been done. The task of
identifying suitable comparison groups and
discretely defined intervention strategies
remains for researchers in the future.

PUBLIC AWARENESS

In the absence of interventions of proven ef-
ficacy, suicide prevention planners intuitive-
ly have assumed that factual information
serves the public well and that increased sen-
sitivity to adolescent suicide may decrease its
occurrence. This area of concern has been
enjoying considerable popularity in recent
years as evidenced by a number of television
documentaries treating the problem of
adolescent suicide in some depth. The
human interest potential for such program-
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ming is very high and, in general, the quality
of media productions has been considered
high. The national media, when airing such
documentaries, have taken responsibility for
alerting community service providers and for
developing expert commentary on the con-
tent of such programs, particularly with the
goal of guarding against suicide by suggestion
to viewers and listeners. One network dis-
tributed elaborate and high quality school
curriculum materials in advance of airing a
youth suicide documentary (17).

Local school districts have become alerted to
the problems of adolescent suicide and have
responded with a great variety of suicide
prevention programs in schools. Most of
these include educational efforts to heighten
the awareness within the student body of the
possibility of intervention by friends when a
troubled youth is identified. School cur-
riculum planning is very active in this area at
the present time. Invarious locales, depend-
ing on school personnel, educational
psychologists and guidance counselors make
classroom presentations or invite outside
professionals to teach about youth suicide.
Charlotte Ross in California was a pioneer in
the latter type (18). Schools also have stimu-
lated parent-teacher organizations to attend
to this area and presentations in their annual
programming are becoming very frequent.
A.ASS. is currently collecting suicide preven-
tion materials developed for schools and will
develop specific recommendations and
models for school awareness programs. In a
closely related development, A.A.S. and
other groups are giving attention to plans for
school intervention programs when suicides
occur or are threatened.

PROBLEMS IN SUICIDE
PREVENTION

One of the major difficulties in planning for
suicide prevention programs is that
parameters for identifying the population at
risk are so non-specific that inevitably a very
large population must be dealt with. Inter-
ventions focusing on public awareness ob-
viously do not suffer from this problem and
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this may account for the great amount of
energy directed toward that effort. George
Murphy (19) has clearly defined the dilemma
of overinclusiveness of risk measures. For
example, very high risk groups, such as
suicidal manic depressive and schizophrenic
patients are underrepresented in the adoles-
cent population. For groups in which suicide
risk can be identified by individual behavior,
such as suicide attempt or threat, the actual
risk is only about 5 percent and all cases iden-
tified in advance account only for about 20
percent of the eventual fatalities (20).
Prevention efforts, then, must be rather
broadly directed and must approach in-
dividual dynamic issues which in the future
may be found to be associated with suicidal
impulses in youth.

A further problem in implementing suicide
prevention efforts arises from the conflicting
need to control the behavior of an identified
potentially suicidal individual on the one
hand, and the need to promote growth and
personal responsibility on the other hand.
Every therapist is or should be aware of this
conflict in every situation of intervention
with potentially suicidal youth. There seems
to be great variation among therapists in the
way this is addressed. Some go to great
lengths to prevent the possibility of death,
even though this provides considerable inter-
ference in the progress of therapy. Others
reason that some suicidal deaths inevitably
will occur even in therapy and that the
greater preservation of life and quality of life
is assured by promoting personal respon-
sibility on the part of suicidal individuals.
With so much disagreement among
therapists it seems unlikely that clear stand-
ards for intervention techniques can be
developed.

There is a further conflict in the intervention
models endorsed for suicide prevention ef-
forts. Historically, major emphasis has been
given to the crisis model where suicide is seen
as a time-limited crisis in the life of an in-
dividual whose pre- and post-crisis ego func-
tions are at a reliable level. The task
addressed in the crisis model is that of
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restraining destructive acts by the individual
until the crisis is passed. This seems a defen-
sible model with considerable support from
existing crisis intervention services, even in
the absence of rigorous research validation.
In contrast, a number of suicidologists see
suicide as an end-point in a suicidal life style.
Both Edwin Shneidman (21) and Ronald
Maris (22) have written extensively on this
point of view.

Indeed, most clinicians from time to time
have had experience with a chronically
suicidal individual. Such experiences dis-
courage adherence to the crisis model. It is
possible, of course, for an individual therapist
working with an individual client to ac-
complish some combination of these view-
points, paying attention equally to the
meaning over time of self destructive pat-
terns in the individual and to the crisis which
occurs when a suicide impulse is active. In
program planning, however, such individual-
ized attention may be ncglected. Suicide in-
terventions tend to be very time-limited with
relative neglect of the important areas of
referral and long-term followup.

Longer term treatment of suicidal youth ap-
propriately expands beyond the issue of the
self-destructive behavior which typically is
the cause for initiating therapy, and which is
often referred to as a cry for help. Review of
the dynamics of youth self-destruction in-
evitably becomes a review of the multiple
psychological tasks required in the passage
into adulthood and of the psychopathology
specific to this age group. For the purpose of
this overview paper, only a few points will be
made.

In satisfactory maturation, the adolescent or
young adult reworks, in a definitive way, the
conflict between the wish to gain security
from the care provided by others and the wish
to gain independence and self reliance.
Under the best of circumstances this conflict
produces trial solutions and failures, disap-
pointments, and changes of direction. The
extraordinary grandiosity of mid-adoles-
cence, when anything seems possible and
confidence may outreach wisdom, must be

revised in the light of limitations in personal
abilities, so~ial resources, and the exclusions
required by progress in a particular direction.
Major changes in interpersonal relationships
occur, especially in families; and investments
in relationships outside the family become
crucial. Thisis the interval when, if develop-
ment is satisfactory, self concept reaches a
relatively stable form, including such impor-
tant aspects as body image, self esteem, self
motivation, and differentiation from others.
Failures in this stabilization of self concept
have far-reaching consequences.

Youth suicide in general terms can be under-
stood as a reaction to living with such failures.
The compelling question in the context of
recent increases in youth suicide is "why
now?" The compelling need in intervention
in youth suicide, in the absence of useful
answers to that question, is for individualized
work with individuals in distress. Crisis inter-
ventions, at best, can keep a young person
alive during a period of very high risk and can
facilitate entry into longer-term therapy. It
is mainly in the course of longerwork that the
individual life course can be altered.

Crisis events at times are referred to as
growth opportunities, and this idea has merit
both in the sense that crisis-anxiety promotes
development of new coping skills and in the
sense that failing character defenses become
rather transparent during crisis, making it
relatively easy to grasp underlying dynamics.
It must be remembered, however, that a
protective boost through a crisis interval also
may reinforce a young person’s sense of in-
competence. The quality of work done in
crisis resolution is critical to the final impact
of the crisis, and that work may require an ex-
tended therapy interval.

With respect to adolescent suicide there ex-
ists a troublesome lack of convincing data on
the outcome of intervention techniques, on
the means by which suicide ideation and
urges secm to be contagious in groups of
young people, and on the importance of
major sociological variables such as family
mobility, divorce in the family, changes in
academic standards in schools, lack of youth
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optimism about future employment, etc.
There is immediate need for research in all
of these areas.

TYPES OF PREVENTION
PROGRAMS

In preparation for the National Conference
on Prevention and Intervention in Youth
Suicide, a research task force in Houston sur-
veyed programs throughout the United
States which may provide services to suicidal
youth. Details of the methodology and sum-
mary results are presented in a separate
paper (23), and a survey analyzing charac-
teristics of programs, by program type, are
presented in another paper (24). For the sur-
vey, programs were classified as crisis phone
lines, walk-in crisis clinics, hospital-based
emergency programs, mental health centers
with crisis components, school intervention
programs, free standing crisis stabilization
units with beds, and combination programs.
It is noteworthy that these programs consis-
tently identified a combination of prevention
and intervention goals. They seem generally
to subscribe to a crisis model of intervention,
although most programs described extensive
referral linkage in their communities.
Neither their titles nor their services defined
them as being organized specifically to
respond to youth clients. Probably the single
outstanding result of this survey was to learn
that adolescent suicide has not, as yet, had
direct impact on community agencies except
for schools.

In yet another paper, the responses of com-
munities where youth suicide has had special
visibility are discussed (25). Clusters of
adolescent suicides are special and alarming
events. They have been reported from many
regions of the country, from small com-
munities and large but common characteris-
tics that might identify communities at risk
have not emerged. Current research will
contribute better understanding of this
phenomenon. Interventions in youth suicide
clusters generally have provided emergency
training for school personnel, awareness
education for students, rapid reinforcement
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of the treatment community by referral net-
works, and organizing professional volunteer
services. As yet, no systematic examination
of the effectiveness of such efforts has been
performed, and no natural history of a cluster
has been defined. It is not known whether
the interventions undertaken have
decreased or increased the suicides, although
it scems that they have been effective in en-
ding the clusters. Detailed case studies are
needed, with particular attention to the role
of the media.

ADOLESCENT SUICIDE
PREVENTION NEEDS

In evaluating the planning for expansion of
the services available in any community for
the prevention of youth suicide, the follow-
ing considerations seem important.

First, programs within the community need
to be especially visible to young people. This
can be accomplished through public service
announcements of entry sites, especially for
suicide prevention programs. At least two
types of crisis services are needed: those
available by telephone contacts and those
available for individuals identified in hospi-
tals as suicidal youth. To this may be added
crisis services for individuals identified in
schools where the intervention needs go
beyond the capability of school personnel.
For all of these entry categories, a strong
referral network is needed.

Second, there is uufortunately, substantial
loss of individuals who have undergone some
treatment in the course of a suicidal crisis and
been referred for on-going therapy. The
referral network needs to be well understood
within the community and should include the
following components: 1) Therapists ex-
perienced in family therapy, especially fami-
ly iherapy involving adolescents. 2)
Specialized support groups of peers. (Ex-
perience shows that the old-fashioned adage
against dealing with suicidal people together
in a group is unwarranted--such therapy
seems to work.) 3) Social work assistance
needs to be available to troubled youth to at-
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tend to specialized needs, including residen-
tial placement, educational needs, and legal
help. 4) Long term psychotherapy needs to
be available. This is especially true in the
public sector where it often may be difficult
to obtain. 5) Both hospital and partial hospi-
tal programs need to be available with staffs
trained specifically in dealing with suicidal
youth, Partial hospital programs are espe-
cially attractive for the large number of in-
dividuals who have survived through a
suicide crisis, have no immediate suicide in-
tent, and can both remain in contact with
school and family and simultaneously can
have the advantage of daily part-time hospi-
tal treatment.
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SUMMARY

The typical community reactions to disaster,
as identified from the literature, parallel in-
dividual reactions, including death~preoc-
cupation, guilt, psychic numbing, rage, and a
search for explanations. Adolescent suicide
clusters are examples of disasters of limited
scope but nevertheless generate fear respon-
ses because of their uncertain duration and
extent, and their implication that something
is wrong with community quality of life. A
cluster of suicides in Clear Lake, Texas is
reported as a case study, and recommenda-
tions for community planning are suggested.

INTRODUCTION

Youth suicide is increasing; knowing that it is
increasing invokes many questions. Is there
something about the quality of community
life in recent times that accounts for the in-
crease? What is the role of the family as an
institution? Is the growing instability of
families and the frequency of divorce direct-
ly connected with the increased incidence of
adolescent suicide? What are the roles of
other institutions in our communities: chur-
ches, schools, the justice system, the media,
and mental health service providers? Are
these institutions failing our young people in
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some crucial way or ways that connect direct-
ly with the increase in adolescent suicide?
How have communities responded to adoles-
cent suicides? How should they respond?

A significant literature exists on community
responses to natural and to man-made dis-
asters from which much can be learned about
the after-effects of crisis on survivors and
about responses of individuals and com-
munity groups not directly involved in the dis-
asters (1). How these experiences and data
obtained from them can be applied to adoles-
cent suicide has hardly been studied.

The suicide death of a young person is a
remarkably personal and private event, but it
has powerful impact on many others who
knew the dead youth. Since the network of
acquaintances of a young person tends to be
large through school contacts, and because a
young person’s death is so unexpected, youth
suicide generates complex bereavement pat-
terns and invites comparison with the
bercavement tasks following a disaster.
When a cluster of adolescent suicides occurs
and is reported in the media, many more
comparisons are invited. Lifton (2,3) has
identified five survivor reactions after a dis-
aster: death-preoccupation, guilt, psychic
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numbing, poorly focused rage, and a search
for meaning or explanation. These seem
casily transferable to the situation following
adolescent suicide clusters.

Green (4) reviewed studies of psychological
sequelae of disasters and emphasizes the im-
portance of the geographic centrality of
events as det ‘tminants of outcome. For ex-
ample, a plane crash does not affect the sup-
port network of survivors, and is considered
a peripheral disaster. A natvral disaster,
however, may cause death, property loss, and
residential displacement within a com-
munity, and thus is a central disaster. Erick-
son (5) focused on the community response
to disasters, studying the Buffalo Creek flood
where whole communities were destroyed.
He suggests that the availability of pre-exist-
ing community support is a critical factor in
the severity of disaster sequelae. These ob-
servations seem relevant to planning com-
munity respunses to suicides. Suicide
clusters are relatively central events in com-
munities, although they do not involve
property loss or residential displacement.
Applying a typology developed by Berren et
al. (6), a suicide cluster is a man-made crisis,
which has a slow onset, affects the com-
munity widely but has relatively few in-
dividuals directly at risk, has a worrisome
potential for reoccurrence, and has limited
possibilities for control cver its future im-
pact. The impact of a suicide can be
prolonged and fosters widespread fear in the
community. Because it is difficult to know
when the impact has ended, uncertainty
tends to heighten anxiety.

EMOTIONAL REACTIONS TO
SUICIDE

Cluster suicides evoke many more emotion-
al reactions within communities than do in-
dividual suicides. In general, these reactions
follow patterns common to other kinds of
crisis events within communities. What are
referred to as community emotional reac-
tions are not, in fact, very different from in-
dividual reactions in an individual crisis.
Theyinclude: initial disbelief or denial of any
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direct impact of the crisis, followed by an in-
terval of questioning: "Why our com-
munity?" "What is wrong here?" Fear
develops in the community. In the case of
adolescent suicide, the fear is related direct-
ly to concern that the cluster of suicides may
not have ended. A mentality develops in the
community of waiting for the next bad news
to arrive. Collective fear extends beyond the
concern for the lives of individuals and the ef-
fects of suicide deaths; it is also fear that
something mysterious, poorly understood,
and obviously lethal is afoot in the com- -
munity. A subsequent reaction may be one
of outrage. "Too much is being made of this!"
"Why don’t people just leave us alone?", etc.

Following the painful reactions of confusion,
fear, and outrage, a number of pathological
defenses can be identified. Obviously, dif-
ferent individuals in the community react in
different ways and labeling reactions as
pathological defenses does not imply that a
community is "sick”; but the defensive nature
of these reactions and their connection with
shared, painful emotions seem clear. Defen-
sive reactions include efforts to place blame;
for example, people may believe the fault is
with the school or family instability, or that
drug abuse is ruining the lives of our young
people. The message behind any blaming ef-
fort is "we are not to blame", that is, an effort
to dispel a sense of guilt which a community
attaches to the suicide crisis. A different
defense reaction is isolation. Communities
turn inward in a crisis and become curiously
resistant to interventions from elsewhere. A
third defensive posture is detachment. "This
does not involve us;" "Yes, I guess there is
something going on over there somewhere--
we do not know anything about it."

The final or resolution phase of crisis reac-
tions, when viewed from a community
perspective, may range from acceptarce of
an ongoing stigmatization in relation to the
crisis, to a gradual restoration of the status
existing before the crisis. Various efforts
may be made to address the causes of the
crisis and possible preventive actions and
long-term efforts to deal with the aftermath
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of the crisis. In the specific instance of a
suicide cluster generating a community crisis,
the tendency is certainly toward return to the
status quo, although many preventive efforts
seem appropriate.

Of all the community reactions to a suicide
crisis, probably the one most troublesome
and most deserving of attention is the fear
response. It seems to be precisely because
the phenomenon of cluster suicides is so
poorly understood, that in the course of such
suicides a sense of great fear develops. A
remarkably different course is easy to im-
agine if, in fact, the causes of suicide clusters
were well understood, if interventions had
been researched, and the most effective in-
terventions identified. In such a situation
communities would marshall efforts with the
confidence that they were doing something
appropriate and that the situation would be
contained.

That clusters of suicides are a distinct
phenomenon has been appreciated only
recently even though they have been
reported for many decades. It is understood
that not every suicide cluster is like every
other. When faced with multiple suicides,
communities must wonder within the context
of their specific community what is going on
and what can be done. The way is open for
all sorts of fantasies and worst-case accounts.
Fearof a lethal phenomenon which is not un-
derstood is a normal and predictable
response. In my estimation, fear contributes
very substantially to what can be identified as
community reactions in cluster suicide.

CLEAR LAKE TEXAS AS A
CASE STUDY

The Clear Lake area in southeast Texas is a
circle of towns around Clear Lake, the best
known of these being the city of Clear Lake,
where NASA'’s Johnson Space Center is lo-
cated. The population center is about 70
miles from the center of Houston.

In October 1984, residents of Clear Lake,
Houston, and the surrounding communities
became aware that they were experiencing a
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cluster of adolescent suicides. A sense of
emergency developed and a great deal of ac-
tivity was generated in an effort to identify,
understand, and intervene appropriately to
put a stop to the youths’ deaths.

Two former students of the Clear Creek In-
dependent School District, both age 19,
killed themselves in August and in Septem-
ber 1984. Because they were not connected
directly with the student body at the time and
because the deaths were separated by more
than a month, no significance was attached at
the time to these two deaths, other than that
attached to any suicide--that is, grief for the
families and sadness among those who knew
of the deaths. Later, on September 28th, a
very popular high school student died in an
auto/bicycle accident. It was stated that his
death was "mourned throughout the school
district" because of the prominence of the
student and the considerable sense of
tragedy associated with his d=ath. Six days
later, on October 4, another former student,
also 19 years old, killed himself. No crisis was
sensed at this time, but within a week of that
death, on the Sth, 9th, and 11th of October,
three high school students killed themselves,
making four adolescent suicides in the com-
munity in one week and a total of six suicides
ina two-month period. By the fourthsuicide,
the school district was convinced that there
was problem; and by the time of the sixth
suicide the entire community had been
alerted by the media. A very considerable
sense of dread developed.

Following the acknowledgment by the school
district and the media-generated publicity of
the cluster of suicides, a great many com-
munity actions occurred. The Clear Creek
Independent School District called in two
professionals from Houston, who had pre-
vious experience in suicide, as consultants.
They also contracted with the Houston
Psychiatric Society to intervene with the
families of the dead students and former stu-
dents. The school district administration or-
ganized, publicized, and held a public
meeting specifically for parents of all stu-
dents to review what had happened and what
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was being done. The school district held a
press conference which was attended by rep-
resentatives of the major national news ser-
vices as well as by the local media. Theschool
district established an in-school intervention
process which included meetings, by grades,
with all junior and senior high school stu-
dents led by a group of clinical and education-
al psychologists, some of whom were hired on
a temporary basis. Meetings were held be-
tween the psychologists and all the teachers
and guidance counselors. An internal system
was established for identifying children who
seemed at risk for suicide on any basis, for
counseling those children, and for facilitating
referrals for treatment if that was deemed ap-
propriate. Theschool district consultants or-
ganized a treatment referral network
through professional organizations related
to psychotherapy. Hospital beds and profes-
sionals offering treatment were identified
and agreements were made to provide no-
cost or low-cost therapy whenever it was in-
dicated for children referred by the school
district. Referrals, of course, were possible
only when parents cooperated with them.
Dozens of volunteer professionals par-
ticipated in evaluating students and in estab-
lishing therapeutic interventions. In
addition to these efforts, a number of or-
ganizations providing mental health services
announced special services available in the
Clear Lake area. These included teams from
Houston International Hospital; the Family
Emergency Intervention Team from the
Houston Child Guidance Center, and special
services provided by the Bay Area Crisis Hot-
line. The Houston Crisis Intervention Ser-
vice, which is linked organizationally with the
Crisis Hotline, provided major leadership
and provided many volunteers to deal with
calls from distressed residents of the com-
munity. The Houston Psychiatric Society es-
tablished teams of its members who
intervened directly with the families and
friends of those who had killed themselves.
Community leaders, drawn from the Clear
Lake area and from Houston, organized a
series of planning meetings with leadership
from the Mental Health Association and the

Houston Crisis Intervention Service, and
sponsored a public forum on adolescent
suicide. In Houston, a research group of rep-
resentatives from the major academic institu-
tions was organized to try to reach better
understanding of the phenomenon in the
Clear Lake area and to develop other re-
search efforts related to adolescent suicide.

A number of problems were encountered in
the course of al! of these activities. It secems
most fitting to discuss the things that did not
go well.

Residents in the Ciear Lake area felt con-
siderably intruded upon by the flurry of ac-
tivities resulting from the cluster of
adolescent suicides. Some expressed con-
cern that they felt indicted by the suggestion
that there was something w:ong in the com-
munity.

Second, a number of mental health profes-
sionals in the community felt disregarded
when their offers to provide assistance were
not accepted. No mechanism was in place for
identifying the individuals who had relevant
experience and expertise in suicide beyond
the usual training and experience of every
mental health professional. Every mental
health professional considers himself of her-
self an expert in suicide, because this is a
problem encountered from time to time in al-
most any work setting. In the Clear Lake
situation, it was considered desirable to iden-
tify those professionals most qualified in
specific suicide-related experience. A num-
ber of children were referred to Galveston
and Houston for treatment. As a result, the
professionals in the Clear Lake area felt that
their turf had been intruded upon.

A third problem involved the lack of clarity
about roles and responsibilities for the many
agencies that were mandated to respond to
any community crisis. Agency repre-
sentatives came to Clear Lake from three
counties and seven municipalities with a high
level of interest and motivation to provide
services. Regrettably, no clear network was
established with the Clear Lake community
by which the services could be administered.
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Afourth problem, related to the third, had to
do with unclear community leadership. The
school district responded rapidly in estab-
lishing a case-finding and referral network
which seemed to function relatively well.
The school administration was very clear,
however, instating that it was not a treatment
entity and that it wanted more appropriate
community agencies to take over that
responsibility whenever possible. Clear
leadership for this task actually did not
emerge. In a series of planning meetings,
community leaders attempted to organize
themselves; these meetings for the most part
were orderly and congenial but they involved
the kind of status-seeking group process and
jockeying for position that is inevitable when
people come together who have no structure
for working together.

A fifth problem, related to the previous two,
involved the need perceived by almost
everyone for an orderly transfer of initiative
from outsiders temporarily coming to the
community to the community agencies and
leadership already in place. Despite general
agreement that this should happen, no clear
plan ever v:as worked out by which it would
happen; as a result, a number of plans initial-
ly greeted with energy and enthusiasm in fact
floundered; and, to my knowledge, no long-
term plans have emerged for community ac-
tivity centered on adolescent suicide.

A sixth problem involved the media. There
seems to be general agreement that media
personnel in the Clear Lake suicides, in
general, behaved responsibly and recorded
events accurately. Nevertheless, some in-
trusions were problematic. In the first week,
the school grounds adjacent to the ad-
ministration building were encircled by
reporters waiting for students to leave the
grounds, the reporters having been barred
from school property. Students were as-
sailed by cameras, microphones, and the as-
sociated people, and were asked rapid-fire
questions: "Do you know anyone who has
committed suicide? Are you thinking about
killing yourself? Do you know anybody who
is going to kill himself? What would you do
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if it were a friend of yours?" etc. It is doubt-
ful that anyone could answer graciously or
even sensibly to such a barrage of questions.
The media continued to be problematic be-
cause of the possibility of suggestion received
by vulnerable or at-risk individuals.

A seventh problem identified in Clear Lake
was defining how extensive the problem was.
The suicides occurred in a defined com-
munity served by one school district. A con-
siderable number of volunteers and media
and civic planners who flowed into this area
focused on the identified problem and
problem area. Simultaneously, a number of
other youth suicides were reported in neigh-
boring areas. Overall, these received far less
attention than did the Clear Lake group
simply because they were in outlying
geographic areas. There was no equally
coordinated effort to deal with the so-called
"outliers” which, in fact, may have been re-
lated, in some as yet undefined way, to the
Clear Lake cluster.

The eighth problem, already referred to
briefly, inas to do with geographical divisions
and community organization. The Clear
Lake area in fact involves so many
governmental groups that coordinated plan-
ning in a community crisis was extremely dif-
ficult. Parts of three counties were involved,
and 7 different police departments were in-
volved in one way or another from 7 different
municipalities. Part of the area received
public mental health services administered
from Austin and other parts received mental
health services administered from com-
munity programs. The Clear Lake area cer-
tainly is not vnique in having so many
adjacent community organizations. In such
an organizationally complicated area the
need for a preplanned mental health
response is especially clear.

On the positive side, a number of good things
happened in the Clear Lake experience. At
the top of the list, of course, is that no further
suicides occurred after the week with the
four suicides. In addition, appropriate inter-
ventions were made and a number of at-risk
children were successfully referred and es-
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tablished in needed therapy. A third positive
outcome of the experience is that a more
careful look at community response and
problem identification was made possibie.

COMMUNITY BEHAVIOR IN
CRISIS

..isreviewing the Clear Lake suicide cluster as
a case study, a number of issues about group
behavior present themselves. Often the
same vocabulary and the same ideas are ap-
plied to individual and to group psychology;
however, some comments about the
similarities and differences are in order.

It is the case that groups experience shared
emotions. Groups are made up of individuals
with memories in common and frequently
prevailing or unifying ideas and behavior can
be identified. On the other hand, these com-
mon themes within groups are less stable
than are parallel emotions and ideas and be-
havior in individuals. This is true particular-
lybecause the participants vary over time and
groups are not themselves stably constituted.
In referring to whole communities as groups,
it is especially true that there is not the kind
of strict connection between past and
present experience that is encountered in in-
dividuals. For etsample, in the Clear Lake
area there are sub-communities which have
had remarkably stable populations where
parents and grandparents have been in the
same homes and the shared memories and
sense of community past are very strong.
Other areas within the community involve a
very mobile population, many members of
which have very short histories in the com-
munity and cannot share in the sense of
longer-term memory and stability.

When a crisis occurs, shock and disbelief are
normal individual and group reactions.
There tends to be an early effort to grasp the
dimensions of what has happened. This may
vary from wild over-estimation in a rather
sensational way to problematic under-es-
timation in the form of denial that anything
very serious is going on. Specific negative
reactions to crisis discussed earlier include

fear, resentment, guilt, blaming, isolation,
and opposition to interventions. Community
planning for intervention in a suicide crisis
certainly needs to take intu account the
presence of these reactions. The shock and
disbelief and misassessment of the situation
are best dealt with by the availability of fac-
tual information, and for this the media serve
a very needed and appreciated role. The
group negative reactions may be under-es-
timated. Unless these are taken into ac-
count, ventilated adequately, and addressed
in specific ways when they generate inter-
ferences, then appropriate interventions will
be stalled.

One would predict that in the long term,
communities as groups would be sensitized to
a trauma experienced previously and would
retain some continuing anxiety about that
sort of trauma. Communities generally seem
to be restored to pre-crisis functioning rela-
tively well; however, just as in individuals we
know that crisis often is the occasion for
human growth, similarly, communities in
crisis might be thought of as secking a resolu-
tion level where new strengths are added
rather than having the community return to
the status quo. In this sense, it is particular-
ly important to try to retain focus on what
happens to the community initiatives which
stall out after a crisis interval has passed.

LESSONS FROM THE CLEAR
LAKE EXPERIENCE

In the immediate aftermath of the Clear
Lake suicide ciuster several research initia-
tives were taken. These have continued al-
though at present none is complete. Within
Houston, a task force was established which
outlined a series of studies which were
decmeddesirable. Funding was obtained im-
mediately from the Texas Department of
Mental Health and Mental Retardation.
Subsequently, a research contract was
negotiated with the U.S. Public Health Ser-
vice for studying the families both in Clear
Lake and in Plano, Texas where adolescent
suicide clusters occurred. A data tape cover-
ing 10 years of suicide cxperience throughout
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the State of Texas was obtained and funding
is being sought for its analysis, with particular
interest in correlating media coverage with
suicide clusters.

There is of course a high level of local inter-
est in what has been learned about the
specific situations iis the Clear Lake suicides.
General conclusions will be drawn from the
analysis of data which we are editing.
Preliminary observations indicate that the
series of suicides seems to have occurred in
individuals where the death was determined
mainly on the basis of the individual story of
the adolescent. A search for connecting links
revealed some interconnections among the
individuals but nothing with the strength to
explain why so many deaths occurred in so
short a time. Similarly there has not been any
identification of social factors in the Clear
Lake area which could be thought of as
responsible for the suicide cluster. It seems
unreasonable to identify this as a toxic com-
munity. Perhaps in the future, more detailed
correlations between adolescent suicide
clusters and the quality of community life will
reveal important connections.

One thing learned in the Clear Lake ex-
perience is that in spite of the problems, a
great deal of positive response was ac-
complished in a remarkably short time. One
special point that was raised in two of the
public meetings was of interest and oc-
casioned some alarm. Several individuals in
Clear Lake were concerned with the stigma
of mental illness in the family, notin terms of
its effect on social status, but in terms of its
effect on employment. There was remark-
able assent in the audience when one in-
dividual stated that having a suicidal
adolescent might cost him his job. The per-
ception in this group was that the employers,
meaning government directly and govern-
ment subcontractors, deal very unsym-
pathetically with mental illness; families,
therefore, are drawa into a system of denial
when things are wrong,

Learning more about media impact on
cluster suicides scems especially important
because the gearch for influences on con-
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tagion of suicide ideation focus naturally on
the media Clustersuicides are being studied
as a recent phenomenon. In fact, they have
been reported for many decades and a few
have been reported over several centuries.
From the existing reports, it is clear that not
all cluster suicides are the same and it would
be wrong to make generalizations about
media involvement in reporting these
suicides. The cluster of suicides in Clear
Lake must have been a very different
phenomenon from the cluster of suicides, for
example, which surrounded the publication
and popularization of The Sorrows of Young
Werther by Goethe (7). This fictional ac-
countof ayoung man who died forlove is said
to have incited many young men to kill them-
selves. A related phenomenon is seen when
there is extensive media coverage of the
death by suicide, or presumed suicide, of very
well known figures, such as those of Marilyn
Monroe, Janis Joplin, Freddy Prinz, and
John Belushi (8). Nothing of this sort was
going on at the time of the Clear Lake
suicides or at the time of the Plano suicides.
In both instances, it is probably important to
note that a well-loved member of the school
population died a tragic accidental death.
Since the media did not deal with the ac-
cidental death, the media may be exonerated
from any involvement in a grief-related con-
tagion phenomenon. (The Clear Lake acci-
dent received considerable media coverage
after the suicide cluster and in connection
with a campaiggp against drunk driving.) It
remains an issue of cor.cern that vulnerable,
at-risk indiv.duals may have their ideas about
suicide made more concrete by the high level
of attention paid to the deaths of school
mates. Suggestion may play an important
role in adolescent suicide, therefore, the
media has a weighty responsibility both to
report the news that needs to be reported,
and if possible to guard against the
phenomenon that that news can become
suicidogenic. Since public awareness of the
death may be a specific goal of a suicide, there
is no avoiding the bind placed on the media.
The best indirect solution is the conscien-
tious effort on the part of reporters to deal
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with the ambivalence felt by suicidal .-
dividuals, and to underscore alternatives
available in the lives of people who are in
emotional crisis.

RECOMMENDATIONS

A number of recommendations follow from
the Clear Lake experience:

1. A pre-developed plan for community
Response tc adolescent suicide clusters is
needed.

2. The crisis plan shouid cover much more
than the mental health crisis of adolescent
suicide. Every community would be wise
to have such a plan for any crisis with men-
tal health implications. Such a planshould
be developed through existing community
structures utilizing the available com-
munity leadership, with a part of the plan
defining ways in which others from outside
the community can be useful.

3. A great deal of attention can be ap-
propriately devoted to public education.
This education should prepare the public
to expect difficult emotional tasks in the
event of a crisis. Individuals should be
prepared in advance to resist blaming and
guilt and the whole range of problems as-
sociated with stigmatization associated
with a crisis. Specifically, with respect to
adolescent suicide and family stigmatiza-
tion associated with mental illness, public
education should extend to employers to
ameliorate the fears of employees that
getting help might jeopardize their jobs.

4. Media education is a major consideration.
The importance of suggestion in cluster
contagion is unknown; but many are con-
cerned that the role of suggestion may be
of major importance. Media personnel
who, in the future, may cover issues of
adolescent suicide, need to he trained in
crisis psychology. They must recognize
that when individuals are overwhelmed
and may, indeed, be suicidal in the course
of a crisis, there is potential not only for
healing, but for growth in such experien-
ces. This more positive aspect ieeds to be
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stressed during reporting,

5. Adolescents need to be educated. The
preparation of the population at risk is
most critical. Adolescents are very
responsive to preventive mental health in-
itiatives. They are able to understand the
importance of recognizing signs of trouble
both in themselves and in their friends and
they can be taught ways to seek and find
help in the event of suicidal ideation.
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SUMMARY

This study describes current efforts in adoles-
cent suicide prevention and intervention.
Using mail questionnaires, a variety of
programs that serve suicidal adolescents
were surveyed: crisis telephone services,
walk-in clinics, hospital-based emergency
programs, mental health centers with crisis
components, school-based suicide interven-
tion programs, non-hospital-based crisis
stabilization units, and others such as support
groups for survivors of suicide, counseling
agencies, and networks.

This paper describes the methodology and
analyzes the findings from 396 programs.
Topics investigated include: visibility of
programs, reasons for program start and age
of program, funding scurces, services,
availability and linkage to other community

"resources, client statistics, program problems

and needs, community needs, and certifica-
tion status.

Services for suicidal adolescents are not
centralized, but are found in numerous com-
munity agencies with little networking
among services. Many programs do not keep
adequate records to assess service outcome
and utilization by suicidal adolescents.
Programs responding to the surveyidentified
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community education, school programs, staff
and funding, specialized training regarding
adolescent issues, and residential facilities as
the program and community features most
needed to serve suicidal adolescents better.
Other major problems were the low visibility
of programs, lack of certification and lack of
written standards for suicide-related ser-
vices.

INTRODUCTION

The reseatch subcommittee of the Houston
Task Force on Adolescent Suicide was asked
by the Secretary’s Task Force on Youth
Suicide to identify and describe programs
throughout the country which provide
suicide-related services for youth. Our goal
was to describe what is currently available for
suicidal adolescents and to delineate
programming gaps and problems. It was im-
mediately obvious that services to suicidal
adolescents were not necessarily found in
programs neatly labeled as "adolescent
suicide programs.” Rather, services to
suicidal adolescents were available through a
variety of crisis intervention programs such
as crisis telephones, walk-in crisis clinics, and
emergency programs administered through
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community mental health agencies. Other
kinds of programs addressed adolescent
suicide through non-crisis services. These
programs included school-based educational
programs, grief support groups, and task for-
ces that coordinated services for suicidal
adolescents.

Adolescent suicide is not an isolated event.
Rather, it occurs in a social-psychological en-
vironment in which elements that influence
the environment, indirectly at least, affect
suicidal behavior. Using this line of reason-
ing, programs that seek to improve the self-
esteem or problem-solving skills of
adolescents are in some way primary preven-
tion services. For the purpose of this survey,
however, we limited the kinds of programs to
those that would directly intervene with
suicidal adolescents or were school-based
educational/intervention programs. Inshort,
we sought programs in which the prevention
of, or intcrvention with, suicidal adolescents
was a direct service goal.

METHODOLOGY

The project was conducted in two phases.
The first was to identify programs to be in-
cluded in the survey and the second was the
fielding and analysis of the survey.

Program Identification

To identify programs for the survey, we first
asked the 42 State mental health associations
(MHAs) to provide us with directories of
local MHAs. The local MHAs were, in turn,
senta project identification form asking them
to identify and furnish addresses of programs
that served suicidal adolescents in their com-
munities. Although directories identified
many community mental health centers, hot-
lines, and crisis servic=s, they did not cover
the full range of programs in which we were
interested. We also asked local community-
resource people to identifv rzograms in their
communities that provided services to
suicidal adolescents. As such, we were able
to identify the programs on which local com-
munities currently rely.

We also sent the project identification form
to 264 programs listed in the 1984 Directory
of Information and Referral Services (I&R)
in the U.S. and Canada. If two or more I&R
services in a single community were found,
one was randomly selected to receive the
project identification form. In cases of com-
munity duplication between local MHA
centers and I&R services, we sent the project
identification form only to the I&R service;
in large cities, we contacted both resources.
One section of the project identification
form asked respondents to identify others
who could help us find the kinds of programs
for which we were looking. These people, if
in other communities, were sent the project
identification form. A total of 523 forms
were mailed. Five percent (n=24) were
"returned to sender.”" Forty-six percent
returned usable forms. Almost all listed at
least one program; a few said their com-
munities had no such services.

Survey questionnaires were then sent to
identified programs. They were also sent to
all programs listed in the 1982 Directory of
Suicide Prevention and Crisis Intervention
Agencies (The American Association of
Suicidology). Finally, a systematic random
sample was drawn from the 1981 Directory of
Federally Funded Community Mental
Health Centers (DHHS). In all, 1,18] ques-
tionnaires were mailed; 396 (34%) were
returned in time to be included in this
analysis.

Community Characteristics

A wide variety of communities were repre-
sented in the survey. Thirty-seven percent of
the programs were located in cities with
populations of 100,000 or more, 41 percent of
them were in cities with populations of 15,000
to 100,000, and 16 percent were in cities with
less than 25,000. Four percent were in the
suburbs of large cities and 3 percent said they
were located in two or more places
throughout the county.

The size of program catchment areas ranged
from 1,000 to 8 million. Half the programs
had catchment area populations of 235,000
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or less while 8 percent (n=31) had catchment
areas of | million or more.

Half of the programs were serving popula-
tions with special characteristics. Twenty-
four percent were in areas with unusual racial
or ethnic distributions. Table |, Distribution
of Programs with Unusual Racial/Ethnic Dis-
tributions, summarizes the distribution. As
shown, catchment areas that had heavy con-
centrations of whites, blacks, Hispanics, and
multi-ethnicities were found in our sample.

Twenty-seven of the catchment areas had
large populations of young people while
another 27 areas had large aged or retiree
populations. Those with young populations
were usually college towns.

An unusual income distribution was the most
often mentioned special characteristic of
catchment populations. A full 14 percent
(n=55) of the programs were in areas of high
poverty and/or unemployment. On the other
hand, I3 programs reported high concentra-
tions of wealthy people. Another 13
programs said their populations had high
concentrations of both wealthy and poor.

Twenty-seven programs were in counties
with -ailitary bases and six were in areas
where the State or Federal Government was
a large employer. Many other programs
were also in areas characterized by special oc-
cupations. Six areas had either a paper mill
or other single factory. Ten were in high
technology areas. Twenty-nine were in

predominantly mining, agricultural, gaming,
lumber, or fishing areas, and 7 programs had
to cope with high levels of tourism. Another
12 programs responded with other special oc-
cupational characteristics. Finally, 33
programs served rural or geographically iso-
lated populations.

RESULTS

Age of Program

Suicide services were, for the most part,
provided by well-established programs.
Forty-one percent of the programs in the sur-
vey began between 1970 and 1975, the years
of the greatest program development. Only
25 percent (n=98) began in the 1980s. Clear-
ly, the recent resurgence of interest and con-
cern in adolescent suicide has not sparked a
rash of new programs. However, all of the
programs specific for teen suicide began
since 1980.

It is interesting to note that 4 percent of the
39 programs identified as having suicide com-
ponents by their titles, began in 1970 or
before. Even though many programs
developed between 1970 and 1975, their titles
did not reveal a suicide-specific component.
After 1970, seven years passed before
another program in our sample, had such a
title. Then, in 1984 and 1985 the remaining 16
(4l percent of all programs with "suicide” in
their titles) began. In short, during the 1970s
when social programs were rapidly increas-

Distribution of Programs with Unusual Racial/Ethnic
Distribution
Characteristic Number of Programs % of All Programs
Hispanic 20 5.0
Black 13 3.3
Native American/
Alaska native 7 1.8
Appalachian 3 .8
White 24 6.1
Muiti-ethnic 18 45
Other 8 20
Total 93 23.5
Tabie 1.
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ing, suicide-specific programs were not
forthcoming. Instead, more general
programs that included suicide related ser-
vices along with other crisis and non-crisis
services were beginning. These programs es-
tablished in the 1970s, are still the major
providers of suicide services to adolescents.

Program Visibllity

To whom does a suicidal adolescent turn? As
anyone who has tried to find a particular
agency in the phone directory has ex-
perienced, the title of an agency is usually
needed in order to contact it. Because we
were curious about how helpful titles were
for "finding" a program, we analyzed program
titles in terms of their key words.

Incredibly few programs (n=8) had the
words "teen,” "youth,” or "adolescent suicide”
in their titles. Only 33 other programs (8%)
had the word "teen" without the word
"suicide.” This is a critical shortcoming given
that adolescents tend not to contact general
services. Rather, as the child sexual abuse
hotline in Knox County, Tennessee con-
tended, adolescents are much more likely to
contact a program that is advertised specifi-
cally for them. Thus, much needs to be done
to make programs more attractive to teens to
encourage them to use these programs more
frequently.

Even titles containing the key word "suicide”
were not common. Only 31 (8% programs
fell into this category. Instead, program tit-
les reflected an orientation to general
problems, as opposed to specific ones, and to
broad populations rather than special
groups.

A large number of programs had “crisis” or
"emergency” in their title. Almost 1/4 (n=88)
of the programs aad "crisis” while 6 percent
(n=24) had "emergency" in their titles.
Another 39 programs (10%) were called
Helpline, Hotline, or Hopeline.

A relatively large number of programs (19%,
n=75) were titled "mental health" or “"coun-
seling” programs. At least one program com-
mented that the term "mental health” was

seen as a stigma deterring teenage utilization.

Finally, 32 programs (8%) were called
"CONTACT" and 66 programs (17 percent)
had titles which did not convey crisis, emer-
gency, suicide, or even helpline services.
These programs had titles such as "Center for
Human Services" and "Gateway."

The visibility of a program is largely depend-
ent on its advertising and 46 percent of the
programs in the sample did not advertise to
reach adolescents specifically.

Reasons for Program Development

Almost 40 percent of the programs in the
sample began because of a particular interest
in suicide services; in 11 percent of the cases,
aspecific suicide incident was the impetus. A
few programs (2%), mentioned a high suicide
rate in their communities. For 29 percent of
the programs, however, issues other than
suicide wee the reason for starting the
program. Theseincluded: perceived need in
commun.ty for general crisis services (22%),
response to drug abuse (6%), and response
tostreet youth (1%). The latter emerged not
only to assist runaways, but also to address
problems spawned by the deinstitutionaliza-
tion of status offenders. (See Table 2, Dis-
tribution of Reasons for Program
Development.)

Funding

Because of differences among organizations,
we were not able to obtain budget informa-
tion solely for suicide components for all
programs. Only 75 programs (19%) reported
the amount spent solely on suicidr services,
174 (44%) provided the amount 1or all crisis
and referral services, and 45 (11%) provided
a total agency budget that included more
than crisis services.

As shown in Table 3, Description of Program

Funding by Budget Type, the average budget

for a suicide component of an agency 1s

$63,667. On the average, the 1986 budgets

were $10,000 higher than for 1985. Betwee .

fiscal years 1984-85 and 1985-86, funding
!
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devoted solely to suicide services increased
proportionately higher than funding for both
total crisis services and total agency services.
The ratios of the average 1985-86 budget
compared to the average 1984-85 budget was
1.22. The corresponding ratio for total crisis
budgets was L12 and for total agency budgets
it was 1.06.

Funding Sources

The majority of programs did not receive
federal funding, nor did they receive funding
only from one source. Rather, they obtained
funds from the State (58%) and a variety of
local sources such as fundraising, donations,
and United Way. When programs seek funds
outside government sources (n=174) they
look to fundraising (34%), United Way
(27%), a combination of United Way and

fundraising (16%), churches (4%), insurance
and other third party payers (10%), and
trainer/speaker fees (9%).

Services

The most prevalent service offered by
programs was a crisis telephone, usually
staffed 24-hours a day. Eighty-eight percent
had this service component. Usually, even if
an agency did not provide a crisis telephone
service, another agency in the community
did. Only 2 programs stated that a crisis
telephone service was not provided in their
communities. More than 6 percent of the
programs also offered a walk-in crisis service
while 6 percent said it was not available at all.

Education and public awareness were usual-
ly provided by programs; very few com-

Distribution of Reasons for Program Development
N %
1. Specific suicide Incident 45 11.39
2. Federal mandate for community
mental health emergency components 103 26.08
3. Professional interest in suicide services 146 36.96
4. Non-professional concern with suicide 8 2.02
5. Percelved need in community for
crisls services In general 88 22.02
A Expanslon of existing agency services 20 5.05
7. Response to drug abuse 22 5.56
8. Response to street youth 5 1.26
9. High sulcide 8 2.02
Table 2.
l Description of Program Funding by Budget Typa, 1985-1986
(in dollars)
Number of Average Mean Change Mean Change
Programs  Funding  84/85to 85/86 83/84 to 84/85
Sulcide Only 75 63,667 +10,033 +6,875
Total Crisis 174 132,374 +15,907 +10,221
Total Agency 37 1,150,817 +93,686 +99,294
Table 3.
55
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munities had no such service. In spite of the
high proportion (85%) of agencies par-
ticipating in educational activities, half of
them stated that their communities needed
more education and awareness of suicide or
better knowledge of resources. |

Grief counseling, either face to face or via
telephone, was available in most com-
munities. Sixty-two percent of the programs
offered the service, but only 12 programs
specifically mentioned an SOS (Survivors of
Suicide) group. Presumably, grief counsel-
ing is still provided through more traditional
formats such as individual and other group
counseling.

Followup therapy, including individual,
group, or family was offered by less than half
the programs in the survey sample. When
crisis telephone programs were excluded
from the data base, 70 percent of the remain-
ing programs provided followup therapy.
The rest reported that the service was avail-
able elsewhere in their community. Only 3
percent said it was not provided at all.

Nine percent of the programs claimed that
school intervention, in any form, was not
available in their communities. Neither they
nor another agency provided the service.
More than half of the programs furnished
some form of school-based intervention,
whether personnel training, crisis interven-
tion, or student awareness training, and in the
remaining cases, another agency provided at
least one of these services. Crisis interven-
tion was the most likely service to be offered,
followed by student awareness training and
training school personnel. School-based in-
tervention was regarded as an important ser-
vice for adolescents. Indeed, when asked
what more their programs needed for ade-
quate service to suicidal adolescents, a full
third responded "school programs.”

When another agency provided any of the
above services, the program respo:ding to
the survey was unlikely to have any formal
agreement with it. An agreement with a
medical care facility was most common but
only 2| percent of the programs had one.

Eleven percent had an agreement with an
agency providing followup therapy and 8 per-
cent had one with a walk-in crisis clinic.
Clearly, there is little formal networking in
communities among agencies providing ser-
vices to suicidal adolescents.

Other Resources

Respondents were also asked about the
availability of, and their relationship to, other
resources typically involved in suicidal inter-
vention: private therapists, mental health
programs, police, ambulance services, medi-
cal emergency treatment, and psychiatric
hospitalization. More than 25 percent of the
programs reported that private therapists
specifically interested in suicide were not
available in their communities. Even when
such therapists were available, only 6 percent
of the programs had written transfer agree-
ments with them and a few programs stated
that it was program policy not to refer to
private, for-profit, therapists. Linkage
problems included: private therapists who
would not accept clients who could not pay
(n=10); insufficient number of privatc
therapists (n=10); problematic client motiva-
tion and follow-through with such referrals
(n=3); clients having to wait too long for an
appointment (n=1); and inadequate com-
munication or linkage between the program
and the therapist (n=5). Three more
programs mentioned other problems such as
clients lacking transportation to get to a
therapist’, office.

Only 8 of the 396 programs claimed their
communities had no mental health program.
Twenty percent of the programs in the
sample were, themselves, the mental health
program. Of the remaining 316 programs, 4l
percent had written transfer agreements with
the mental health program in their com-
munity. The most frequent (n=17) com-
plaint regarding linkage was the long waiting
time before clients could be seen--up to six
weeks in one case. Other problems included:
clients unable to pay; a lack of after-hours
crisis intervention care or outreach; com-
munication problems between the mental
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health program and the responding program
regarding aftercare following crisis or
hospitalization; and difficulty with client
motivation and referral compliance. Several
programs mentioned treatment barriers
specific to adolescents, namely, the need to
get parental consent or an agency policy not
to serve anyone under 17 years old.

In a few communities (n=7) ambulance ser-
vices were not available. For the vast
majority of the remaining programs, getting
to a helping resource was the client’s respon-
sibility, even when in crisis. Eighty-one per-
cent of the programs had no formal
agreement with an ambulance service. Four
percent of the sample reported that clients in
crisis also faced other problems with am-
bulance services. Ambulances were reluc-
tant to transport if they were unsure of
reimbursement, and in some communities,
they responded only to medical needs. Thus,
if a client was suicidal but had not yet at-
tempted, ambulances would not transport
that person to a crisis intervention facility.

The programs in our sample were unlikely to
have formalized agreements with police--
only 13 percent did. The programs were even
more criiical of police than they were of am-
bulance services. Seven programs men-
tioned that police lacked
suicide-intervention training and/or were
ieluctant to accept such training. Nine
programs complained about the lack of
police response to crises situations. One
program mentioned that police were disil-
lusioned about crisis intervention because of
the State's deinstitutionalization laws. Other
programs referred to the failure of police to
use appropriate community resources and to
operational problems such as difficulty in
tracing calls. Another S percent of the
sample acknowledged problems but did not
specify what they were.

Less than one quarter of the programs had
written agreements with hospital emergency
medical care resources. Among the 353
programs with valid data, 9 percent had
linkage problems with these resources. The
most frequent problems mentioned involved
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the actual referral process: the lack of clear
guidelines for referral; the lack of a central-
ized reporting mechanism; being able to
refer only with police intervention; and the
unwillingness of medical care resources to
handle clients with psychiatric problems,
even when there were medical problems.
Forseveral programs, the lack of appropriate
psychiatric staff within the medical care
facility was a referral barrier.

Hospital psychiatric admission was available
to 92 percent of the programs in the sample.
Moreover, it was the resource with which
programs were most likely to have written
transfer agreements (36% of the 342
programs who furnished complete data). It
is with this resource, however, that the
programs in the sample also experienced the
most problems. The lack of beds was fre-
quently mentioned (n=I18). Other programs
referred to problems with the admission
process, such as delayed admission, disagree-
ment as to the appropriateness of certain
referrals, refused admission to those who
could not pay, and refused admission to
clients with medical problems. Distance to
nearest facility and other transportation is-
sues posed complications for twelve
programs. For some communities, the
nearest facility, while available, was 50 to 100
miles away. Getting a clientto these facilities
was a problem, particularly for indigent
clients lacking personal transportation.

Program Outcome Data

One section of the questionnaire asked for
program outcome data, specifically: number
of clients directly served in the past fiscal
year; number of suicide-related clients and
how many of these were adolescent; number
of suicide-related clients who return to crisis
within a year; and the number of documented
client deaths. In responding to the question
on number of suicidal clients, programs in-
cluded not just attempters but aiso clients
with suicidal thoughts and ideation.

Five percent of the programs could not give
the number of clients served last year. Some
programs, particularly the crisis telephone
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programs, did not have records on the num-
ber of individual clients; their data reflected
the total number of contacts. Thus, the data
for crisis telephone programs reflected the
number of calls although some clients called
repeatedly. Even among similar programs,
there is wide variation in the number of
clients or client contacts. One telephone
crisis program reported more than 103,000
calls; another had less than 2,000. One
school-based program intervened in 8 cases;
another intervened in SO cases. The extreme
variation among programs and between
program types made any further generaliza-
tion regarding total number of clients inap-
propriate.

The most striking observation about other
outcome data was that programs frequently
did not gather this kind of information.
Twenty seven percent of the programs stated
they were unable to give the number of
suicide-related cases or simply left the ques-
tion blank. Information on the number of
adolescent suicide-related cases was even
less frequently available. Forty-five percent

of the programs did not respond. Forty-two
percent did not know how many suicidal
clients returned in crisis within the year and
another 22 percent left the question blank.
Twenty-one percent of the programs did not
know the number of documented client
deaths from suicide last year while 18 percent
did not answer at all.

Our analysis of outcome data included only
those programs for which data were avail-
able. For a few, suicide-related cases oc-
curred infrequently. Seven percent of the
programs had ten or less such cases last year.
Most programs (63%), however, handled 100
or more suicide-related clients. Among the
29] programs for which data was available, 12
percent had 1,500 or more suicidal con-
tacts/clients. (See Table 4 for the distribu-
tion). Overall, 7 percent of all clients served
were suicidal. The number of suicidal adoles-
cents that programs served also varied wide-
ly not only between types of programs but
also among similar programs. Some
programs served no suicidal adolescents last
year while others served more than 600.

Distribution of Number of Suicide-Related Cases
Number of Sulcide- % of All Programs
Related Cases Number of Programs with Valid Data

(n=291)
199 120 41

100-199 7 9

200-299 36 12

300-399 14 5

400-499 15 5

500-599 14 5

600-699 7 2

700-799 4 1

800-899 1 1

900-999 4 1

1000-1999 23 8
2000-2999 1 4
3000 + 15 5
Don't know 43 N/A
Missing 62 N/A
Total 396 100%
Table 4.

f
.
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Across all programs in the sample, 13 percent
of the suicide-related clients were adoles-
cents.

Table 5 presents the distribution of the num-
ber of documented suicides among clients.
Very few of each program’s clientele actual-
ly committed suicide. More than half (59%)
of the programs that furnished data reported
no client deaths from suicide last year. Thir-
teen percent had only | client suicide and I8
percent had two or three. The remaining 14
percent had four or more. Ove:ell, there
were 297 suicides per 100,000 suicide-related
clients served.

Problems

Using a combination of closed and open-
ended questions, we asked respondents to
identify specific program problems, especial-
ly those that affected service delivery to
suicidal adolescents. We also asked respon-
dents what more their communities needed
for adequate services to this special popula-

tion. Table 6 presents the distribution of the
responses to close-ended questions.

Staffing and Professional Issues

Staff shortage was the major complaint of 54
percent of the programs. This problem was
reiterated when respondents were asked
what more their programs needed ior ade-
quate service. Twenty seven percent again
teplied "staff and money."

Not only the number but the quality of staff
was of some concern. Of all persons
employed by the programs in the sample,
more than half (57%) were volunteers.
When crisis telephone programs are ex-
cluded from the analysis, 33 percent of all
employees are volunteers. Problems with
troubled volunteers was not a major issue but
10 percent of respondents stated that their
staff needed more training, particularly
regarding adolescent issues.

More than a third of the respondents claimed

Distribution of Ciient Deaths From Suicide
Number of Documented % of Programs
Client Deaths Number of Programs with Valid Data
(n=239)

0 142 59.4

1 32 13.4

2 28 1.7

3 14 5.8

4 10 4.2

5 4 1.7

6 1 4

7 1 4

8 1 4

10 1 4

12 1 4

13 1 4

20+ 3 1.2
Don't know 81 N/A
Missing 76 N/A
Total 396 100%

Table §.
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that various staff and professional issues
hampered their ability to serve suicidal
adolescents. In addition to more staff and
training, they wanted more time to work with
adolescents and better networking with
other professionals, Similar concerns were
stated regarding community needs: better
networking and case followup, better trained
professionals, more professional resources in
general, and more professional commitment
to the problem.

Community Education

Programs wanted to do more community
education activities but were hampered by
the lack of funds and staff. In fact, 20 percent
of them said this was a major need in their
communities. Their concern particularly
centered around the need for greater recog-
nition and awareness that teen suicide exists
and is a viable problem.

School Programs

Respondents considered schools to be criti-
cal intervention arenas. Many programs
were already doing some form of school in-
tervention; 1 percent thought this was what
their programs should be doing but were not,
and 16 percent replied that this was a major
community need. In many communities,
school systems were reluctant to have
suicide-specific educational programs. One

objection was the belief that talking about
suicide would give teenagers "wrong ideas."
Some programs also suggested that school
personnel be trained regarding indices and
intervention techniques. Not only the lack of
qualified school personnel, but also the
availability of school staff to teenagers, were
problems. Often, school counselors were
tied up with helping students schedule cour-
ses and had little time to talk with troubled
students.

Specific Adolescent Programs

Sixteen percent of respondents listed specific
adolescent services which they believed
would enhance their program’s effectiveness
in serving suicidal adolescents. Those most
often mentioned, in order of frequency, in-
cluded: residential/in-patient treatment sup-
port groups for both attempters and survivors
of victims, safe-houses and other non-hospi-
tal residential services, peer counseling, and
family involvement in treatment.

Many of these services were listed again
under additional services communities
needed to serve suicidal adolescents ade-
quately. Almost 25 percent of respondents
listed services specially attuned to adolescent
needs such as: in-patient beds and residen-
tial facilities, teen community centers and
drop-in clinics, peer counseling, prevention
programs, support groups, and long-term,

Distribution of Problems Encountered by Programs

Responses to Questions

No Missing
# of
Programs % N % N %

inadequate physical facllity 123 3.1 225 56.8 48 121
Staff shortage 215 54.3 134 338 47 119
Inadequate staff training 60 15.1 288 727 48 121
Funding Instabllity 165 41,7 183 46.2 48 121
Funding deficiency 1m 43.2 177 447 48 121
Troubled volunteers 27 6.8 321 81.1 48 121
Inadequate referral resources 73 18.4 274 69.2 49 124

Table 6. o
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family-oriented treatment. Another concern
was the need for more leverage to work with
adolescents when parents refused counseling
or help for their adolescents or when adoles-
cents needed to be separated from the
parent.

Certification Standards and
Qualiifications

The certification of programs and qualifica-
tions of professionals is of some concern.
Only 9 percent of the programs with valid
data (n=367) were certified by the American
Association of Suicidology and one quarter
of the programs (26%) did not have written
standards for suicide-related procecures.

Twenty nine percent of all professional staff
working directly with clients (i.e., excluding
volunteers, administrative, coordinative, and
secretarial staff) had undergraduate degrees
or less. The lack of advanced education
coupled with programs’ own requests for
staff better trained in adolescent issues sug-
gests that attention be given to the qualifica-
tions of persons who are working with
suicidal adolescents.

A similar concern was repeated regarding
"helping" individuals outside a program’s
auspices. Several respondents expressed dis-
may that self-proclaimed "experts" in suicide
may do more harm than good. They gave
srecific examples of trainers and other per-
sons who were obviously uninformed and un-
prepared to deal with suicide. Illinois is one
State that is attempting to establisa certifica-
tion standards for individuals as well as for
programs.

Suicide-Specitic Programs: A
Subanalysis

From the first 271 questionnaires returned,
we analyzed separately 27 interven.
tion/prevention programs exclusively or
predominantly devoted to suicide, as deter-
mined by their titles. None were located in
small towns of populations under 15,000, but
neither were they solely a product of dense-
ly populated areas. They were as likely to be

found in cities of 15,000 to 100,000 as in larger
ones. As reasons for program development,
most listed professional interest in suicide
(70%) followed by a specific suicide incident
(37%). Only Il percent listed "response to
high suicide rate.”

These programs were not overwhelmingly
multi-service agencies. Nomore than 60 per-
cent had a crisis telephone service and only
I5 percent had a walk-in crisis service. Thc
most common activity was education and
public awareness (93%), followed by student
awareness (67%), and direct crisis interven-
tion in the school (63%). These agencies
usually did not offer followup therapy--only
22 percent did--atid when it was offered, it
was most likely to be individual therapy, not
family or group.

Even these specialized groups were not for-
mally linked to (i.c., have written agreements
with) other traditional resources in the com-
munity such as police, ambulance services,
and private therapists. The resourc= most
often linked with the suicide-related
program was a mental health program. One
quarter (26%) of the programs had written
agreements with a mental health agency and
reported no problems in working with this
resource. On the other hand, while only Il
percent had written agreements with hospi-
tal psychiatric resources, almost a fourth
reported problems, particularly, too few
beds, and clients being refused admission for
financial and other reasons.

Funding for these programs came primarily
from the State, United Way, and dona-
tions/fundraising. Budgets were not large.
Thirty percent of the programs operated on
$7,000 or less. Another third had budgets be-
tween $29,000 and $100,000. Only one
program had a budget greater than $250,000.

The programs varied greatly in the number
of clients served. One reported 30, while
several reported more than 25,000. It was
not surprising that among these programs,
suicidal clients comprised a larger proportion
of all clients served than among other
programs (13% vs. 7%).
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On the other hand, suicide-specific programs
did not attract adolescents as well as the
other programs. Only 7 percent of all suicidal
clients were adolescents compared to 12 per-
cent for the entire sample. The client death-
rate, however, is smaller--245 vs. 304 per
100,000 suicidal clients.

Twenty-two percent of these programs listed
more community education and school
programs as needed components to their ser-
vices. More training, more funding, or more
time to work with adolescents were program
needs for more than half the sample. Very
few (n=3) wished to add aspecific adolescent
service to their program, but 25 percent did
want to have such services developed within
their communities.

These programs were more likely than other
programs to advertise specifically to adoles-
cents (70% vs. 43%). Still, 22 percent of
them did not. Also, more than 80 percent of
them were not certified by the American As-
sociation of Suicidology and 22 percent did
not have written standards for suicide-re-
lated procedures.

DISCUSSION

Suicide prevention/intervention services for
adolescents are generally not provided by
agencies estzblished solely for that purpose.
Specializing in suicidal adolescents is the ex-
ception rather than the rule. Services are
usually available through general crisis
programs, with suicidc being just one type of
crisis handled. Yet, there seems to be a grow-
ing recognition that working with adolescent
suicide requires a level of staff expertise that
is currently lacking. Many of the programs in
the sample want more staff training and indi-
cated a need for staff trained in adolescent
development and issues. They see this as a
need not only for their own programs but also
forother programs in their communities. For
example, a respondent for a crisis telephone
program indicated the need for the mental
health clinic in the community to have a
specialist in adolescence.

Most communities included in our sample

have not addressed adolescent suicide as a
separate issue. Agencies, or even programs
within agencies, do not specialize in suicide.
For many communities the lack of specializa-
tion is partly fostered by the belief that
adolescent suicide is not a problem or does
not exist and survey respondents often ex-
pressed dismay over the extent of community
unawareness. Program personnel consider
community education as a priority issue inim-
proving service to suicidal adolescents.

Addressing adolescent suicide as a separate
issue is difficult because it is often accom-
panied by a wide variety of other problems
such as drug and alcohol abuse, depression,
family conflict, running away, and even
satanic worship. Clearly, for a community to
develop a comprehensive service system for
suicidal adolescents, it must be able to hand-
le these other problems as well. In many
communities it is not the lack of services for
accompanying problems that lessens effec-
tive interaction but, rather, the lack of net-
working among programs in a community.
The absence of networking was felt on two
levels: case coordination and service
delivery. We found instances of ambulances
refusing to transport patients if therewere no
physical injury, psychiatric wards refusing to
admit if there were physical injuries, and
medical programs reluctant to treat if there
were psychiatric/ psychological problems.
Perhaps community coordination by some-
one trained in adolescent issues would en-
courage these programs to be receptive to
adolescents in crisis.

To serve suicidal adolescents better, survey
responder.ts recommend a combination of
strengthening services already in operation
through funding, staffing, training, and net-
working as well as the development of teen-
specialized services such as teen community
centers, peer ~~ <eling, and safehouscs.
Still, the existence ot a service does not mean
that teenagers will automatically use it.
Seveial mental health agencies specifically
mentioned that teenagers were unlikely to
use their services. Current programs need to
consider factors affecting service utilizaticn

J6
3-91



Report of the Secretary’s Task Force on Youth Suicide

by teenagers and to make special efforts to
advertise their programs directly to this
population.

The issue of allowing suicide preven-
tion/education programs in schools remains
unsettled. Respondents felt that these
programs are important for reaching adoles-
cents adequately, yet many school systems
oppose such efforts. Some programs have
developed school intervention curricula, are
training students and personnel, and are
providing crisis intervention. Other
programs and schools might benefit by ob-
serving the strategies in schools in which
programs are already developed.

Parents, too, are sometimes obstacles to
helping suicidal adolescents. Several
programs have problems in obtaining paren-
tal permission to counsel adolescents. To
strengthen the accessibility of services by
adolescents, changes in consent laws must be
addressed. The problem is compounded
when parents themselves, are primary con-
tributing factors to a troubled adolescent.
Respondents to the survey urged com-
munities not wishing to provide a com-
prehensive system of service, to provide for
separation of parent and adolescent and to
find alternative ways to involve parents in
treatment.

Another dilemma that must be addressed in
serving suicidal adolescents is the availability
of residential treatment beds, when needed.
In many communities, the need for such beds
is relatively infrequent so that none are
reserved for such emergencies. Thus, a
suicidal adolescent may need inpatient treat-
ment when a bed is not available. Survey
respondents recommend that such beds be
established and held in reserve, to be used
when needed, regardless of frequency of use.
The same concern was stated in a somewhat
different form when one program director
wrote that, on the basis of prevalence, other
mental health problems such as
schizophrenia took staffing and funding
priority over adolescent suicide. In short,
decision makers will have to examine
priorities and prevalence issues when debat-
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ing program development for adolescent
suicide services at the community level.

The lack of certain services for adolescents,
particularly in-patient/residential treatment
space, must be addressed if a more effective
system for serving suicidal adolescents is to
be established. These developments will
probably take money; certainly, they will re-
quire agency policy changes. Professionals in
communities do not have to wait, however,
for such major problems to be resolved.
Many services are already available and their
coordination would be a beginning of an im-
proved delivery system for suicidal adoles-
cents.
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SUMMARY

This paper reports the results of a survey of
395 suicide prevention/ intervention
programs in the United States. Included in
the sample are 152 crisis telephone services,
9 walk-in clinics, 24 hospital-based emergen-
cy programs, 142 mental health centers with
a crisis component, 17 school-based suicide
intervention programs, 8 non-hospital-based
crisis stabilization units, 22 combinations of
two of the above, and 21 other programs such
as survivors of suicide, counseling agencies,
and networks. Crisis telephone services and
mental health clinics make up 74 percent of
the organizations that responded to the sur-
vey.

Each type of program is described in terms of
location, special characteristics of the catch-
ment population, services provided, number
of clients served, number of suicide-related
cases served, number of suicide-related
adolescent cases served, number of docu-
mented suicides, available resources,
budgets, funding sources, and problems en-
countered by the programs.

Most of the programs were developed in
response to professional interest in suicide
services. Although program labels were
often misleading, a surprisingly large number
of programs offered comprehensive services
directed toward suicide prevention/interven-
tion. The services most often offered were
education and public awareness efforts, and
crisis telephones. Medical care for suicide at-
tempters was least likely to be provided.

Budgets ranged from under $20,000 to well
over $1,000,000 and almost all programs
reported muitiple funding sources. Staff
shortages, funding deficiencies and the in-
stability of funding were problems en-
countered most often by the 395 programs in
our survey. Other than more funds and more
staff, most programs had the resources they
need to serve suicidal adolescents in the com-
munity.

The average number of suicide-related
adolescents served last year by programs in
our survey was 76, ranging from 26 served by
school-based intervention programs to 375
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suicide-related adolescerts served by mental
health centers. The highest rate of suicide
per 1,000 suicide-related clients was 38.2 in
school-based intervention programs and the
lowest was in non-hospital-based programs
with .29.

INTRODUCTION

While the community response to the in-
creasing rates of adolescent suicide is
thought to be massive, very little is known
about the actual programs that have
developed, where they are located, why they
began, what services they offer, what resour-
ces are available to them, what their annual
budgets and funding sources are, how many
clients they serve, and what their problems
are.

To address these issues, we first asked the
local programs of the Mental Health As-
sociation and the programs listed in the 1984
Directory of Information and Referral
Programs in the United States and Canada to
identify suicide prevention/intervention
programs known to them. All programs
listed in the Directory of the American As-
sociation of Suicidology and a random selec-
tion from the 1981 Directory of Community
Mental Health Centers in the United States
were added for a total of 1,181 programs.
Methodological details of the survey are dis-
cussed elsewhere (Simmons, Comstock, and

Franklin). This paper describes the 395
programs which returned usable survey
forms to us.

PROGRAM CHARACTERISTICS

Table 1 summarizes the types of suicide
prevention/intervention programs respond-
ing to the survey. Of the 395 programs, 38
percent (152) describe themselves as crisis
telephone services, 2 percent (9) as walk-in
crisis clinics; 6 percent (24) as hospital-based
emergency programs; 36 percent (142) as
mental health centers with a crisis com-
ponent which includes suicide intervention,;
4 percent (17) as school-based suicide inter-
vention programs; and 2 percent (8) as non-
hospital-based crisis stabilization units,
city-sponsored community crisis services,
general intervention services or comprehen-
sive general crisis agencies. Six percent (22)
of the programs are combinations of two of
the programs listed above and 5 percent (21)
of the programs describe themselves as sur-
vivors of suicide, community mental health
clinics with no emergency service, com-
munity-based education and support groups,
counseling agencies and networks. For dis-
cussion purposes, these programs are labeled
Other.

Population
Thirty-three percent of the 395 programs are

Types of Suicide Prevention/intervention Programs Responding
to Survey
Percent of
Type of Program Number  All Programs
1. Crisls telephone service (CTS) 152 3as
2. Walk-In crisls clinic (WIC) 9 2
3. Hospital-based emergency service (HBES) 24 6
4. Mental haalth center with crisis component (MHC) 142 36
5. Schooi-based intervention program (SBir) 17 4
6. Non-hospital-based program (NHBP) & 2
7. Combinations (Comb) 22 6
8. Other (Other) 21 5
Total 395
Table 1.
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located in central cities with populations of
more than 100,000; 41 percent in cities with
populations of 15,000 to 100,000; 16 percent
are located in small towns with populations
less than 15,000; and 7 percent are located in
other areas. Table 2 summarizes the popula-
tions served by the programs surveyed.

Special Characteristics

Fifty-three percent of the 395 programs con-
sider their catchment population "special.”
(Table 3) Twenty-four percent list unusual
racial/ethnic distributions, 18 percent report
unusual age distributions and 21 percent con-
sider the distribution of income unusual.

Eigat percent list sex distribution as unusual,
18 percent report than their catchment
population has an unusual occupational dis-
tribution such as a single industry town, and
20 percent report other characteristics, such
as geographic isolation, which make their
catchment population unusual.

Walk-in clinics were the most likely to con-
sider their population unusual (67%), close-
ly followed by mental health centers (66%),
hospital- based emergency services (63%),
non-hospital-based programs (56%), com-
binations (50%), crisis telephone services
(44%), school-based intervention programs
(35%, and other programs (33%).

Populations Served by Various Types of Programs
Type of Over 15,000-
Program 100,000(%) 100,000(%) 15,000(%) Other(%)
All Programs
Combined 37 41 16 7
CTS 45 42 9 4
wIC 11 67 22 -
HBES 75 21 4 -
MHC 19 45 30 6
SBIP 36 24 24 16
NHBP 56 22 1" 1
Comb 36 64 - -
Other 62 24 5 10
Table 2.
Speclal Characteristics Reported by Programs Responding to Survey
Percent Reporting Special Characteristics of Catchment Population
Type of Raclal/
Program % ethnic Age Income  Sex  Occupation  Other
All Programs
Combined 53 24 18 21 8 18 20
CTS 44 20 18 17 1 20 16
wiC 67 22 11 33 - 22 45
HBES 63 33 25 21 4 - 8
MHC 66 27 17 26 7 22 22
SBIP 35 17 1 29 - 1i 17
NHBP 56 22 = 45 1 1 22
Comb 59 32 23 5 9 9 18
Other 33 9 24 19 - 5 9
Table 3.
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Initiation of Program

Table 4 summarizes the reasons for estab-
lishing the service programs surveyed.
Eleven percent of the 395 programs began in
response to a specific suicide incident. But
the most often listed reasons for developing
programs were professional interest in
suicide services with no specific incident
(37%), federal mandate for community men-
tal health center emergency component
(26%), and perceived need in the community
for general services (24%).

Services

Programs were asked to list their services in
terms of those directly provided, those
provided by another agency under forinal
agreement with the reporting agency, those
provided by another agency in the com-
munity with no formal ties to the reporting
agency, and those services not provided in
the community.

A surprisingly large number of agencies
provide a wide range of suicide preven-
tion/intervention services. Community men-
tal health centers are the most
comprehensive: 90 percent provide crisis
telephone services, 96 percent provide walk-
in clinics, 90 percent provide grief counsel-
ing, and 96 percent provide family emergency
therapy. They provide followup therapy for

individuals (93%), groups (83%), and
families (92%). Eighty-eight percent
provide education and public awareness ser-
vices and 70 percent provide school interven-
tion services, including personnel training
(54%), crisis intervention (75%), and stu-
dent awareness training (46%).

Crisis telephone services provide the client
with a wider range of services than expected.
Twenty-three percent of the 152 crisis
telephone services provide walk-in crisis ser-
vices, 2 percent provide medical care for
suicide attempters, 40 percent provide grief
counseling, 12 percent provide family emer-
gency therapy and followup therapy, 83 per-
cent provide education/public awareness
services and 44 percent provide school inter-
vention services, including training person-
nel for school intervention (45%), providing
crisis intervention to schools (41%), and
providing awareness training for students
(53%).

All walk-in crisis clinics provide direct crisis
telephone services and family emergency
therapy. Most provide education/public
awareness services (89%), intervention for
schools (67%), and grief counselinyg (67%).
Forty-four percent of the walk-in crisis clinics
also provide direct training for school inter-
vention and (33%) student awareness train-
ing.

Reasons for Initiating Frograms
Figures given in percent
Type of Suicide Federal Professional Perceived Need
Program incldent Mandatr. interest in Community
All Programs
Combined 1 26 37 24
CT1s 13 6 39 32
wiC 17 44 22 11
HBES - 38 33 12
MHC 5 53 32 8
SBIP 44 6 69 6
NHBP - 11 11 33
Comb 14 5 50 14
Other 33 10 38 19
(Percentages do not add to 100 due to rounding and/or to missing data.)

Table 4.
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Hospital-based emergency services tend to
be comprehensive in that they provide crisis
telephone services (79%); walk-in crisis ser-
vices (79%); medical care for suicide at-
tempters (42%); grief counseling (63%);
family emergency therapy (96%); followup
therapy (71%) to individuals (67%), groups
(54%), and families (67%); education/public
awareness services (75%); and school inter-
vention services (63%), including personnel
training (50%), crisis intervention (50%),
and student awareness training (46%).

Only 2 (12%) of the school-based interven-
tion programs provide crisis telephone ser-
vices and none provide medical care for the
suicide attempters. But they do provide
walk-incrisis services (47%); grief counseling
(53%); family emergency therapy (29%); fol-
lowup therapy (29%) to individuals (47%),
groups (29%), and famtiies (24%); educa-
tion/public awareness services (94%); and
school intervention services (88%) ‘ncluding
training (88%), crisis intervention (76%),
and student awareness training (100%).

The non-hospital-based programs proviue
crisis telephone services (100%); walk-ia
crisis services (89%); grief counseling (44%);
family emergency services (78%); followup
therapy (33%) for individuals (33%), group
(22%), and families {44%); education/public
awareness services (78%) and school inter-
vention services (67%) which includes per-
sonnel training (56%), crisis intervention
(67%), and student awareness training
(44%).

All combination programs provide crisis
telephone services 1100%); and some
provide walk-in crisis services (82%); grief
counseling (59%); family emergency therapy
(41%); followup therapy (36%) to in-
dividuals (32%), groups (23%), and families
(23%); education/public awareness services
(91%); and school intervention (73%) which
includes personnel training (68%), crisis in-
tervention (68%), and student awarencss
training (86%).

Programs in the "other" category provide
crisis telephone services (43%); walk-in

clinic services (52%); medical care for suicide
attempts (5%); grief counseling (48%); fami-
ly emergency therapy (41%); followup
therapy (52%) to individuals (52%), groups
(43%), and families (52%); education/public
awareness services (81%); and school inter-
vention (62%) which includes personnel
training (67%), crisis intervention (52%),
and student awareness training (57%).

As indicated by these statistics, programs do
notdiffer greatly interms of services that they
provide directly to clients.

Of the services provided by the 395 programs,
medical care for suicide attempters is the
least likely, provided by only 7 percent of the
programs (2% of the crisis telephone ser-
vices, 42% of the hospital-based emergency
clinics, 10% of the community mental health
centers, and 5% of the programs in the
"other" category). However, an additional 21
percent provide medical care for suicide at-
tempters by formal agreement with another
agency and more than half (54%) report that
these services are provided by another agen-
cy which has no formal ties to the reporting
program.

Community Resources

Programs report very few deficiencies with
community resources. Private therapists
who are interested in suicide are available to
69 percent of the programs; only 7 percent
have written agreements with private
therapists and only 9 percent report
problems making referrals. Some of the
problems associated with referrals include
the client’s inability to pay and therapists not
being available at off hours.

Mental iealth services are available to 96
percent of the programs and 33 percent have
written agreements which allow clients to be
trensferred between the reporting program
and the mental health service. Eleven per-
cent report problems linking clients with
mental health services; the most often cited
problems are long waiting lists and lack of
staff at the mental health facility.

Almost all (96%) of the programs have an
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ambulance service available to them. Only9
percent have written agreements with am-
bulance services and on’y 4 percent report
problems. Police are also available to most
(97%) programs; 13 percent have written
agreements with police and 10 percent
report problems working with police, mostly
due to lack of police training in the area of
suicide.

Hospital emergency medical care is available
to 97 percent of the 395 programs, 23 percent
have written agreements and only 8 percent
report problems linking clients to this
resource. Ninety-two percent of the
programs have psychiatric hospital services
as an available resource and 36 percent have
written agreements with a psvchiatric facility.
However, 19 percent of the programs report
problems linking clients with a psychiatric
facility such as insufficient number of beds,
delays in admission, and reimbursement is-
sues.

Availability of community resources is not re-
lated to program type and other than a
general shortage of private therapists who
are interested in suicide and who are avail-
able to the program, few programs report
problems with the availability of resources.

Costs
Budget Breakdown

Ninety (23%) of the programs did not report
budgets. Of the 305 that reported budgets,
21 percent have annual budgets of $20,000 or
less, while 8 percent report budgets of more
than 1 million dollars for fiscal years 1985-
1986.

Crisis telephone services reported annual
budgets of $20,200 or less (217%); $21,000 to
$50,000 (29%); $51,000 to $75,000 (15%);
$76,000 to $100,000 (10%); and $101,000 to
$500,000 (24%). Onc program reported a
budget of $501,000 to $1,000,000 and 11 per-
cent of the crisis telephone service programs
did not report budget information for fiscal
year 1985-86.

Walk-in crisis clinics report annual budgets
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of $21,000 to $50,000 (38%); $51,000 to
$75,000 (13%); $76,000 to $100,000 (25%);
$101,000to $500,000 (13%); and $501,000 to
$1,000,000 (13%). Eleven percent did not
report budgets. One hospital-based emer-
gency services program has a budget of
$79,000, two have budgets of $200,000 and
$335,000, one reports $523,000 and another
reports $600,000. Seven percent have
budgets of $501,000 to $1,000,000 and 21
percent report budgets in excess of 1 million
dollars. Four (21%) programs did not report
budget data.

Mental health centers report budgets in each
of the seven categories: $20,000 or less
(17%); $21,000 to $50,000 (9%); $51,000 to
$75,000 (6%); $76,000 to $100,000 (4%);
$101,000 to $500,000 (35%); $501,000 to
$1,000,000 (7%); and more than $1,000,000
(18%). Thirty percent did not report budget
data.

The school-based intervention programs are
small--all but one (with a $220,000 budget)
report annual budgets of $20,000 or less
(41% did not report). Non-hospital-based
emergency programs range from $76,000 to
$100,000 (20%); $101,000 to $500,000
(60%); and $501,000 to $1,000,000 (20%)
(56% did not report). Combination
programs report budgets of $20,000 or less
(11%); $21,000 to $50,000 (17%); $51,000 to
$75,000 (6%); $76,000 to $100,000 (17%);
$101,000 to $500,000 (44%); and over
$1,000,000 (6%). Eight percent did not
report budget data. Annual budgets of
"other” programs include $20,000 or less
(35%); $21,000 to $50,000 (18%); $51,000 te
$75,000 (18%); $101,000 to $500,000 (6%);
$501,000 to $1,000,000 (12%); and over
$1,000,000 (12%). Nineteen percent did not
report.

Funding Sources

Multiple funding sources characterize the
395 programs. The most often mentioned
funding source was from local sources (66%),
followed by State (58%), client fees (35%),
federal (25%), and foundations (17%).

Crisis telephone services receive funding
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from the following sources: local (66%),
State (34%), foundations (28%), federal
(17%), and client fees (5%). Walk-in clinics
report funding from local sources (89%),
State (89%), client fees (66%), federal
(56%), and foundations (11%). Non-hospi-
tal- based crisis units receive funding from
local sources (89%), State (67%), federal
(44%), foundations (22%), and client fees
(11%). Combination programs report fund-
ing from local sources (82%), State (68%),
federal (32%), foundations (31%), and client
fees (14%). "Other" programs include fund-
ing from local (38%), State (38%), client fees
(19%), federal (14%), and foundation (14%)
sources.

Whereas local funding was the most often
mentioned source of funds for the programs
listed above, State funding was cited most
often by mental health centers. Funding
sources of mer:tal health centers include
State (82%), locai (71%), client fees (69%),
federal (34%), and foundations (6%).

School-based intervention programs report
funding from State (63%), local (63%), foun-
dation (6%), federal (19%), and client fees
(13%).

Hospital-based emergency programs receive
funds from client fees (71%) and from State
(58%), local (38%), federal (21%), and foun-
dations (4%).

SERVICE DATA
In this section each program type is described
in terms of:

¢ Number of clients served in the last fiscal
year.

¢ Number of clients who were suicide-re-
lated.

¢ Number of the suicide-zelated cases who
were adolescents.

e Number of suicide-reiated clients who
returned in crisis within a year.

e Number of documented client deaths
from suicide.

e Suicide rate per 1,000 suicide-related
cases.

Although 395 programs returned usable sur-

veys, only 287 reported both the number of
clients served and the number of suicide--
related clients served in the past fiscal year.
Only 215 programs reported both tae num-
ber of suicide- related clients and the number
of adolescent suicide-related clients; and 147
programs reported both the number of
suicide-related clients and the number of
suicide-related clients that returned within a
year. More than half--211 programs--
reported both the number of suicide-related
cases served last fiscal year and the number
of documented client deaths from suicide last
year. The percentages and rates in the fol-
lowing discussion are conservative and, in all
cases would be the same or larger if we in-
cluded only programs that reported all data
elements. Table 5 summarizes the data
presented in the following section.

Crisis telephone services report serving
1,682,703 contacts during the past fiscal year.
Sixpercent of the clients were suicide-related
and 8 percent of the suicide-related contacts
were adolescents. Only S percent of the
suicide-related clients returned in crisis
within a year and 137 deaths from suicide
were documented during the last year. The
rate of documented suicides was 1.3 per 1,000
suicide-related contact.

Walk-in clinics report.d serving 18,059
clients during the last fiscal year. Eleven per-
cent were suicide-related and 8 percent of
the suicide-related cases were adolescents.
About 20 percent of the suicide-related
clients returned in crisis within a year and 9
of the suicide-related clients died from
suicide last year. The rate of documented
suicide was 4.7 per 1,000 suicide-related
clients served.

Hospital-based emergency programs
reported serving 81,372 clients in the past fis-
cal year. About 19 percent were suicide--
related and 13 percent of the suicide-related
cases were adolescents. Two percent of the
suicide-related cases returned in crisis within
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ayear. Thirty-three deaths from suicide were
documented during the year for a rate of 2.1
suicides per 1,000 suicide-relate1 clients ser-
ved.

Mental health centers reported serving
306,596 clients during the past fiscal year.
Eight percent of the clients were suicide--
related cases and 2 percent of the suicide--
related cases were adolescents. About 12
percent of the suicide-related cases returned
in crisis within a year and 143 suicides were
recorded during the past year. The suicide
rate was 5.9 per 1,000 suicide-related clients
served.

School-based intervention programs
reported serving 11,152 clients during the
past fiscal year. One percent of those served
were suicide-related and all of the suicide-re-
lated cases were adolescents, as expected.
Eighteen percent of the suicide-related cases
returned in crisis within ayear and six suicides
were recorded last year. The suicide rate was
38.2 per 1,000 suicide-related clients served
during the year.

Non-hospital-based crisis programs served
138,300 clients during the past fiscal year.
Three percent of the caseload were suicide-
related clients and about 3 percent of the
suicide-related clients were adolescents. Six

percent of the suicide-related clients
returned in crisis within a year. Only 1 death
from suicide was documented last year and
the rate of suicide was .22 per 1,000 suicide-
related clients served.

Combination programs served 135,169
clients last fiscal year. About 10 percent
were suicide-related and 8 percent of the
suicide-related clients were adolescents.
Ten percent of the suicide-related cases
returned in crisis within a year. Twenty-six
suicides were recorded last year for a rate of
1.9 suicides per 1,000 suicide-related clients
served,

Other programs reported 49,804 clients
served during the past fiscal year. About 19
percent were suicide-related clients; 9 per-
cent of the suicide-related clients returned in
crisis within a year. Fourteen suicides were
documented last year resulting in arate of 1.5
suicides per 1,000 suicide-related clients ser-
ved.

The 287 programs that reported data in this
section of the survey served 2,423,155 clients
during the past year. Seven percent were
suicide-related cases and 9 percent of the
suicide-related cases were adolescents. Six
percent of the suicide-related clients
returned in crisis within a year. The number

Service Data Provided by Survey Respondents
Numbers reported by programs for past fiscal year
Suicide- Suicide
Related Suicide Suicide- Rate/
Clients Clients Related Related Suicide 1000
Served (S.R.C.) Adol. Return Deaths S.R.C.
CTS 1,682,703 106,116 8,891 4,732 137 1.29
WIC 18,059 1,903 159 383 9 4.73
HBES 81,372 15,392 2,017 296 33 2.14
MHC 306,596 24,340 2,999 2,887 143 5.88
SBIP 11,162 157 157 28 6 38.22
NHBP 138,300 4,608 141 27 1 22
Comb 135,169 13,883 1,117 1,342 26 1.87
Other 49,804 9,275 852 120 14 1.51
Total 2,423,155 175,674 16,333 10,059 369 2.10
Table 5.
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of documented suicides, 369, yields a rate of
2.1 suicides per 1,000 suicide-related cases
served during the year.

Speclal Problem Areas

When asked to select all problems ex-
perienced by their program from a list of
problems in the survey instrument, staff
shortage was selected most frequently
(54%), followed by funding deficiencies
(43%), funding instability (42%), inadequate
physical facilities (31%), inadequate referral
sources (18%), inadequate staff training
(15%), and troubled volunteers (7%).

Crisis telephone services selected staff
shortages as the problem encountered most
often, followed by funding instability, fund-
ing deficiency, inadequate physical facilities,
inadequate referral resources, troubled
volunteers, and inadequate staff training.

Walk-in crisis clinics selected problems of in-
adequate physical facility, funding instability
and funding deficiency as most often en-
countered; followed by staff shortages and in-
adequate staff training, troubled volunteers
and ina'2quate referral resources.

Hospital-based emergency services listed in-
adequate physical facility as the most fre-
quently encountered problem, followed by
inadequate referral resources, staff
shortages, funding deficiency, inadequate
staff training, funding instability and troubled
volunteers.

Mental health centers face problems of staff

shortages most often. Other problems in
order of most frequently encountered in-
clude funding deficiency, funding instability,
inadequate physical facility, inadequate staff
training, inadequate referral resources, and
troubled volunteers.

School-based intervention programs en-
countered funding instability most often, fol-
lowed by staff shortages, funding deficiency,
inadequate physical facility, inadequate staff
training and inadequate referral resources.

Non-hospital-based services encountcred
funding instability most often, followed by

funding deficiency, inadequate referral
resources, staff shortages, inadequate staff
training, and inadequate physical facility.

Combination programs listed the following

problems in order of frequency: staff
shortages, funding deficiency, funding in-
stability, inadequate physical facility, inade-
quate referral resources, inadequate staff
training, and troubled volunteers.

Programs in the "Other" category listed fund-
ing deficiency as the problem encountered
most often, followed by staff shortages, fund-
ing instability, inadequate physical facility,
short training, inadequate referral resources;
and troubled volunteers.

Several programs (35) mentioned that they
were unable to reach populations at risk due
to inadequate funding, lack of outreach
resources, successful suicides not as likely to
use services as attempters, stigma of mental
illness, and problems of getting parents invol-
ved.

Program Needs

When asked what more they needed to
provide adequate services to suicidal adoles-
cents, relatively few needs were identified by
the 395 programs other than more funds and
more staff. In the area of community/school-
related needs, programs mentioned the need
to provide programs in schools, more out-
reach programs, greater community aware-
ness, more publicity for programs, and more
advertisements directed toward adolescents.

The needs most often stated relating to
professional issues were for more staff and
more funds. Training of staff, networking,
more space, and more staff time were also
listed in that order, as problems.

Needs that are associated with specific ser-
vices to adolescents include residential treat-
ment facilities, support groups, safe houses,
peer intervention services, and walk-in
clinics, in that order.

Many more problems were identified by the
395 programs in response to the question,
"What more does your community need for
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adequate service to suicidal adolescents?”
Leading the list was community education
followed by more school programs, greater
recognition of the problem, better coopera-
tion of schools, more awareness in schools,
better knowledge of available resources, and
financial help.

Professional issues included more resources,

better networking and better trained person-
nel. Specific services for adolescents that
were mentioned as community needs were
more beds and more services such as out-
patient services, alternative methods of deal-
ing with families when parents are problems,
peer counseling, long-term family-oriented
treatment, and support groups.
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PSYCHOLOGICAL AUTOPSIES OF YOUTH SUICIDES

Robert E. Litman, M.D., Co-Director, Suicide Prevention Center, Los Angeles, California

SUMMARY

Psychological autopsies of youth suicides in-
dicate that about half of them had a relative-
ly recent contact with the mental health
system viewed broadly to include various
therapists and counselors. Mostly, the inter-
actions were focused on evaluation and brief
support. Families and therapists both tended
to ignore and deny clues to suicide. Since the
teenage subjects also use denial extensively,
it takes special efforts to bring suicidal
youngsters into the helping system and hold
them there. Continuity of care is recom-
mended. A team approach (as contrasted
with one-on-one psychotherapy) might ease
the therapeutic load of contending with com-
plex and multi-dimensional pre-suicidal
states.

Other features noted from psychological
autopsies include:

e Adolescent drug abuse seems to be close-
ly associated with adolescent suicide,
especially in older (17-19) males.

e A suicide in the family is a major stress
event, leaving survivors at risk for suicide
themselves.

e Bereavement counseling is important in
preventing further suicides.

e School problems and conduct disorders
are common in pre-suicidal adolescents.

e School counseling was importantin help-
ingsome control cases avoid self-destruc-
tive acts.

My task is to review reports of psychological
autopsies of suicides among young people in
order to clarify the possible role of preven-
tion and/or treatment activities in these
cases. Psychological autopsies are retrospec-
tive biographies of deceased persons based
on interviews with family members, friends,
teachers and physicians. The lifestyles,
symptoms and behaviors, personal and oc-
cupational histories, and medical records are
reviewed by a death investigation team.

As we reconstruct the lives of persons who
are now deceased, we think of the subjects as
having been in "pre-suicidal” states. The in-
vestigations reveal that these "pre-suicidal”
subjects do not make up a homogeneous
population. Instead, they tend to differ in
various characteristics and behaviors, they
represent different psychological and
psychiatric diagnoses, and they have en-
countered different types of environmental
stresses. A majority had communicated
some'.nin;, about their discomfort to some-
one elsc, a peer, family member or profes-
sional person. Many of the subjects might
have revealed further clues to suicide if they
had been questioned specifically about
suicidal thoughts.

Some of the pre-suicidal adolescents were
diagnosed as "depressed.” Others were
described as having "conduct disorders.”
Some were high achievers and some were low
achievers. Some were physically impaired,
others were successful athletes. What all of
them had in common were periods of hope-
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lessness and thoughts of death as a solution
to theix problems.

I think of such "pre-suicidal” individuals as
having existed in a psycho-social "suicide
zone" which is populated by many people, of
whom only a minority kill themselves. In a
given period of time, say a year, only 1 per-
cent of the people in the "suicide zone" ac-
tually commit suicide. That does not mean
that the other 99 percent are "false positives”
inthe sense that treating them is unnecessary
or a waste of resources. Probably, all of the
pre-suicidal persons are in need of some
preventive therapy, and, of course, some
need more intense treatment efforts than
others.

If we define "treatments” as human interac-
tions in which there are some formal aspects
or rules by which one set of persons
(therapists) expend efforts to be helpful to
other persons (the clients or subjects), it is
apparent that treatment has a number of
forms. For example, treatment may consist
of an initial consultation or evaluation or a
brief contact during a crisis giving inmediate
support. Depending on the needs of the sub-
ject, appropriate treatment might involve the
family, a peer group, a prolonged drug
rehabilitation program, hospitalization--with
~r without various medical drugs--or long-
term out-patient psychotherapy. I have sur-
veyed the major psychological autopsy
studies for what they reveal about youthful
suicides and the treatment that was available,
offered and/or accepted.

Studies of adult suicides, using the
psychological autopsy methodology, have
clarified a number of suicide-related vari-
ables. For example, intention, communica-
tion of suicidal clues, stress factors, and the
specific medical and psychiatric diagnoses.
Studies of youth suicide baced on reviews of
records have been reported by Sanborn (1),
Shaffer (2), Cosand, Bourque, and Kraus, (3)
and others. All note that adolescent suicides
are preceded by recognizable psychological
maladjustment. In Shaffer’s 1974 sample of
children’s suicide, (n=30), 30 percent were
in treatment or were waiting to get into treat-
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ment. Social withdrawal and friendlessness
were common. Many children were recog-
nized as having conduct disorders or emo-
tional problems at school.

Sanborn reviewed the lives of ten adolescent
suicides in New Hampshire. Five had some
difficulty in school adjustment. Four had
threatened suicide previously. All the
families were intact, but only two families
described themselves as being "happy"
families. Most of the youth suicides ap-
peared to be impulsive rather than planned.

Cosand and associates reviewed Sacramento
coroner’s data. They concluded that impor-
tant stresses on youth who commit suicide
were loss of love, family conflicts, and
psychiatric disorders which impeded adjust-
ment to adult roles. They found multiple
predictors of suicide and recommended im-
proved training for physicians, police,
families, employers, and school personnel in
recognizing pre-suicidal symptoms and in im-
proving communication with young persons.

Only recently have investigators studied
youth suicides in more adequate numbers
using comparison or control groups. The
largest research program has been under way
for several years, directed by Dr. David Shaf-
fer (4,5) in New York. In a project con-
ducted by Dr. Mohammad Shafii (6,7) and his
colleagues in Louisville, peers of the victim
were used as controls. A third notable source
of data are the reports beginning to come
from the "San Diego Suicide Study” by Drs.
Rich, Young, and Fowler (8). They com-
pared suicides among persons under and
over age 30. My own group in Los Angeles
(9) published some pilot studies quite similar
to Shafii’s, and we are now engaged in inves-
tigating all youth suicides in California during
a set study period. Finally, the Centers for
Disease Control in Atlanta has been assem-
bling information on youth suicide through
psychological autopsies conducted in several
different locations. All of the investigations
have obtained a good deal of information
about treatment and prevention, but these
factors have not been consistently or careful-
ly analyzed and interpreted, and at present
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are considered to be quite obscure.

Shafii and associates investigated 25 cases of
youth suicide occurring between January
1980 and June 1983. Their subjects were 95
percent white and 90 percent males. The
same standardized interview form was used
to secure information about a matched con-
trol, often the victim’s closest friend. No
statistically significant difference was found
between the victims and the control subjects
regarding such variables as "broken home®,
separation from parents, or birth order.

There were significant differences in ex-
posure to suicide through suicidal siblings,
friends, parents, or other relatives and dif-
ferences in previous expressions of suicidal
ideation, suicide threats, or suicide attempts.
The frequent use of non-prescribed drugs or
alcohol was #-.sociated with suicide, as was
anti-social behavior, and "inhibited per-
sonality." There had been previous
psychiatric treatment for 9 of 20 suicide vic-
tims and 4 of 17 control subjects. These in-
vestigators agree with Cosand, et al. that a
close relationship exists between suicidal
wishes, threats, attempts, and completed
suicide. Successful prevention involves
reducing exposure to suicidal images and
thoughts and replacing these with more posi-
tive concepts.

Three cases were presented by Shafii in con-
siderable detail. A 17-year old whitc male
shot himself in his bedroom. A week before
his death, his mother called the pediatrician’s
office and asked for help. "My son is
depressed and moody", she said. "He has a
hard time going to sleep. His personality has
changed." A week later, the boy’s father
called the pediatrician and expressed fear for
his son who seems to be incoherent and bel-
ligerent. "We are worried that he is taking
drugs.” There was a confrontation between
son and father over this issue after which the
son said, "You'll be sorry.” The pediatrician
suggested a psychiatric consultation, but the
family felt it was not that serious, yet.

A second case involved an 18-year old male
who was having school problems and injuries

which took him out of athletics. He beganto
make suicide threats to his girl friend and
other people and to search for his biological
father who had long since dropped out of
sight. Said the boy, "I'm like my real dad. 'm
just crazy." The clinical course was one of
progressive dissatisfaction. He was having
probleras with his friends. A few days before
his death, his mother tried to make an ap-
pointment for him to see someone at a men-
tal health clinic because of his withdrawal and
his appearance of being spaced out with no
plans for his life, but the victim expressed
resentment and said he did not need help.

The emphasis for Shafii is on the failure to
get these suicide victims into treatment and
keep them there. His group strongly stresses
the grief and guilt reactions in surviving fami-
ly persons and believes that the postvention
efforts of their suicide research team may
have been effective suicide prevention for
the survivors that they interviewed. It would
be instructive to review the cases of the non-
suicides for factors which were associated
with survival.

By far the largest and most sophisticated
study of youth suicide is being conducted by
a group at the New York Psychiatric Institute
led by David Shaffer. In a preliminary report,
Shaffer stated that approximately half of the
completed youth suicides had been in touch
with the mental health system at some time.
His findings indicate that slightly less than
half of the victims were depressed and about
the same number had a family history of
suicide attempts. At least half of the male
suicide victims had been in trouble because
of impulsive behavior, learning difficulties
and aggressive outbursts. Approximately
half of the suicide victims had been using ex-
cessive amounts of drugs or alcohol. About
a third had made a serious suicide attempt.
These investigators believe, that in all
likelihood, other, better defined high risk
groups will emerge from the study once the
data have been fully analyzed. According to
Shaffer, he has not considered the role of
treatment, but in personal communications,
indicated that a major problem has bcen
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keeping young people involved in a
therapeutic contact.

In his preliminary report, Shaffer indicates
that it may be premature to attempt to
evaluate prevention or treatment programs.
However, T interpret these findings to indi-
cate a need for effective anti-depressant
treatment of these adolescents who are
depressed. The prevention and treatment of
early delinquency and early drug abuse
remain as key unsolved issues. One program
has stressed serial interviews with young
women who had made suicide attempts.
These women are often deprecated by their
families, have rather poor personal relation-
ships, and suffer from low self esteem. The
program’s goal is to rebuild self esteem and

" self confidence through increased coping

skills.

On the basis of his experience to date, Dr.
Shaffer recommends improved mental
health courses such as seminars or workshops
to help students and parents identify sig-
nificant psychiatric problems. In particular,
they should have information about the
major psychiatric illnesses, eating disorders,
and should be able to identify for themselves
abnormal degrees of anxiety and depression.
As Dr. Shaffer points out, suicide is only one
possible bad outcome from adolescent
psychiatric disorders; identification and
treatment of other aspects would prevent a
good deal of misery and disability in general.
Dr. Shaffer believes that routine school-
based screening and treatment referral for
teenagers with depressive symptoms, espe-
cially those who have fallen behind in school
or who are getting into trouble, would be ef-
fective prevention. He stresses teaching
psychological strategies, for example, coping
and problem solving sKkilis to troubled
teenagers. First courses would dramatize
how to say "no" when offered drugs, or how
to communic2ie and negotiate with family
members and peers.

Shaffer believes that better training for
pediatric and psychiatric emergency room
staffs is necessary to identify suicide at-
tempters who are at especially high risk. It
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would be good to have more well-publicized
hotlines and drop-in clinics so teenagers
would know about them and use them.

Finally, Dr. Shaffer would like to see ex-
panded insurance coverage for crisis situa-
tions which may be life-threatening through
self-destructive behaviors.

Charles L. Rich, M.D. and his associates, Dr.
Young and Dr. Fowler, have reported some
of their investigations under the title "San
Diego Suicide Study." They noted that wher:
they compared completed suicides in people
under 30 with completed suicides of pecple
over age 30, there were many similarities and
a few differences. In terms of psychiatric
diagnoses, the younger group had significant-
ly more drug abuse and anti-social per-
sonalities, significantly less alcohol abuse,
fewer affective disorders and fewer organic
syndromes. Often, in the younger group, a
drug or alcohol use disorder was combined
with some other psychiatric diagnosis.

Rich and his colleagues also noted that
suicide is a particular problem of white males.
They performed structured interviews on
suicide cases in San Diego starting in 1981.
They placed special emphasis on obtaining as
complete a toxicology screening as possible.
They tried to arrive at a consensus diagnosis
based on DSM III criteria. They were
surprised to discover that most of the people
in the younger age group were not living
alone. About half of their cases had some
prior treatment and about a quarter ap-
peared to be in treatment at the time of
death. They remarked that these figures
showed no change in rate in the past 25 years.
"One might think that a quarter century of
heightened awareness to the relationship be-
tween psychiatric illness and suicide would
have led to a higher treatment rate in such an
obviously ill population.” Significantly, more
young people than older people hang them-
selves, but as in previous U.S. studies, the use
of firearms predominated. Rich emphasizes
the frequency of alcohol and drug use disor-
der particularly in the younger group, and he
concludes that drug use may be the most im-
portant single factor in the suicide rate in-
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crease in youth in the United States.

Considering stressors, they found the
younger group had more separations and
rejections compared to the older group,
where the subjects had more mentalillnesses.
Overall, they found that there was an €x-
tremely complex interplay of diagnostic
categories.

My colleagues and I are now (Spring, 1986)
investigating youth suicides in California.
We have noted in our early cases that al-
though alinost half of the subjects were
known to mental health personnel, the
deaths came as a surprise and a shock to al-
most all of the involved counselor-therapists.
The most conspicuous aspect of treatment
failure revealed by psychological autopsies
was that the adolescent was referred to
therapy but did not make or keep the refer-
ral appointment. Or, the family did not
cooperate.

The psychological autopsies underlined the
warning of school problems and failures. We
suggest exit counseling when students drop
out. On a positive note, we feel that survival
in our peer control group is related to the
young person having at least one positive
"role model", or stable older person who can
be idealized.

In twelve cases described by Litman and
Diller (9), there were four therapy contacts,
two in the suicide cases and two in the con-
trols. Our tentative interpretation is that
crisis interviews were insufficient for the
chronic and multiple problems of the suicide
cases. One of the controls benefited greatly
from school counseling that eventually be-
came long term. The counseling, originally
for learning and behavior problems, helped
him academically and also helped him cope
better in his personal life.

The cases dramatized the problems with con-
fiding in a peer. While one person was led
into effective counseling, another student
confided to a friend that he was going to kill
himself, but forbade the friend to tell anyone.
After the suicide, the friend became suicidal
himself, but was helped by the school coun-
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selor and a psychiatrist. In the older
teenagers, alcohol and drug abuse contribute
to the feeling of uselessness, failure, and con-
fusion. "I just can’t get it together.”

Experience with suicidal alcoholics, especial-
ly the failure of a one-on-one volunteer
counseling program (10), convinced m= of
the importance of a team approach to
suicidal substance abusers. To get the young
person into therapy and hold him, we need to
involve family, friends, and peers--a group
process.

The treatment experiences of most of the
young persons who cormitted suicide could
best be characterized as brief episodes of
evaluative or supportive therapy. Both the
families and the professional health workers
tended to ignore and deny clues to suicide.
Beyond that, the cases illustrate the diversity
and multiplicity of the people and the
problems.

Case lllustration 1.

J, age 19, was hospitalized at County Hospi-
tal for short periods, once for a PCP
psychosis and once for alcohol abuse. He was
unemployed, from a broken family, had no
goals, just existed. The final stressor event
occurred when his girl friend left to join the
army telling J, "You'll never amount to any-
thing." His out-patient therapist was shock-
ed when J shot himself. "J often told me he
wished he were dead, but he said suicide was
a sin, and he would never do it." In
retrospect, the doctor felt that the problems
were too many and too overwhelming and
the therapy too little and too late. What
might have made more of a difference would
have been a placement off the streets into a
structured environment, such as a work
camp, an in-house drug rehabilitation
program, or even possibly, the armed forces.

Case lllustration 2.

Institutions don’t always guarantee security.
B was a 15-year old male who hanged himself
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in his room at the juvenile detention facility.
He had been in trouble in school, had stolen
a bicycle, taken money from his mother’s
purse, smoked marijuana and was sent to
detention (rather than bailed out) in order to
“teach him a lesson.” Three weeks earlier, he
overdosed on aspirin. Two days before, he
cut his wrist, causing a noticeable lesion al-
though no important structures were
severed. The admitting social worker asked
B if he was suicidal. B said no, not now.
Later, staff persons, noting the cut wrist and
negative attitude of B, asked about suicide
precautions and were told by the social
worker not to worry. In retrospect, the
evaluator said that he now understands that
suicidal teenagers do not necessarily present
themselves as "depressed.”

Case lllustration 3.

C, an age 16 1/2 female, was seeing a coun-
selor once a week at an anti-drug abuse
oriented community center. C was hard
looking, dressed punk, acted tough. She was
also a talented musician and poet, struggling
with a chaotic home life and her own confus-
ing bisexuality. When she hanged herself,
she left a three page note beginning, "to let
you know I didn’t want it to happen. Sorry.
I just wanted to be accepted. Love you. So
young, so brave, and yet so weak." The
therapist was puzzled over the suicide. With
some guilt, he admitted he had been seeing
both C and her father separately and in-
dividually in treatment, and maybe this arran-
gement had been detrimental for C, since the
therapist had considered the father to have
the more important impairment.

Case lllustration 4.

The death of M, female, age 17, should have
been prevented. She took an overdose of im-
ipramine, a tricyclic anti-depressant, after
being rejected by her boy friend. Her family
took her to the hospital where she was ob-
served briefly and discharged prematurely.
At home, several hours later, she had a series
of convulsive seizures and died.
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M had been seen several times by a male so-
cial worker who thought the therapeutic in-
teraction was excellent. She came from an
intact and supportive family, was a high
achiever, and had been admitted to Harvard
University. The psychiatric consultant who
prescribed the imipramine was also
surprised. In retrospect, they recalled that
although M was talented and artistic, she had
a poor self image and was overly dependent
on herboy friend. There had been a previous
overdose with tylenol. This case raises the
problem of how much anti-depressant to
prescribe as take-home medication for per-
sons who have recently taken an overdose of
other less toxic medicines.

Other noted features include the following:
Adolescent drug abuse seems to be closely
associated with adolescent suicide, especial-
ly in older (17-19) males. A suicide in the
family is a major stress event, leaving sur-
vivors at risk for suicide themselves; bereave-
ment counseling is important in preventing
further suicides. School prublems and con-
duct disorders are common in pre-suicidal
adolescents. School counseling was impor-
tant in helping some control cases avoid self-
destructive acts.
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GAY MALE AND LESBIAN YOUTH SUICIDE

Paul Gibson, L.C.S.W., Therapist and Program Consultant, San Francisco, California

SUMMARY

Gay and lesbian youth belong to two groups
at high risk of suicide: youth and
homosexuals. A majority of suicide attempts
by homosexuals occur during their youth, and
gay youth are 2 to 3 times more likely to at-
tempt suicide than other young people. They
may comprise up to 30 percent of completed
youth suicides annually. The earlier youth
are aware of their orientation and identify
themsclves as gay, the greater the conflicts
they have. Gay youth face problems in ac-
cepting themselves due to internalization of
a negative self image and the lack of accurate
information about homosexuality during
adolescence. Gay youth face extreme physi-
cal and verbal abuse, rejection and isolation
from family and peers. They often feel total-
ly alone and socially withdrawn out of fear of
adverse consequences. As a result of these
pressures, lesbian and gay youth are more
vulnerable than other youth to psychosocial
problems including substance abuse, chronic
depression, school failure, early relationship
conflicts, being forced to leave their families,
and having to survive on their own prema-
turely. Each of these problems presents a
risk factor for suicidal feelings and behavior
among gay, lesbian, bisexual and transsexual
youth.

The root of the problem of gay youth suicide
is a society that discriminates against and stig-
matizes homosexuals while failing to recog-
nize that asubstantial number of its youth has
a gay or lesbian orientation. Legislation
should to guarantee homosexuals equal
rights in our society. We need to make a con-
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scious effort to promote a positive image of
homosexuals at all levels of society that
provides gay youth with a diversity of lesbian
and gay male adult role models. We each
need to take personal responsibility for revis-
ing homophobic attitudes and conduct.
Families should be educated about the
development and positive nature of
homosexuality. They must be able to accept
their child as gay or lesbian. Schools need to
include information about ho'nosexuality in
their curriculum and protect gay youth from
abuse by peers to ensure they receive an
equal education. Helping professionals need
to accept and support a homosexual orienta-
tion in youth. Social services need to be
developed that are sensitive to and reflective
of the needs of gay and lesbian youth.

INTRODUCTION

Suicide is the leading cause of death among
gay male, lesbian, bisexual and transsexual
youth.* They are part of two populations at
serious risk of suicide: sexual minorities and
the young. Agency statistics and coroner
reports seldom reflect how suicidal behavior
is related to sexual orientation or identity is-
sues. The literature on youth suicide has vir-
tually ignored the subject. Research in
recent years, however, with homosexual
young people and adults has revealed a
serious problem with cause for alarm.
*The terms "gay youth® and "gay and lesbian youth® will fre-
quently be used to describe this population in the paper.
Transsexual youth are included here because their

oroblems are similar to those experienced by youth who
.ave a minority sexual orientation.

115



P.Gibson: Gay Male and Lesbian Youth Suicide

Statistical Profile

There is a high rate of suicidality among les-
bians and gay men. Jay and Young found
that 40 percent of gay males and 39 percent
of lesbians surveyed had either attempted or
seriously contemplated suicide (1). Bell and
Weinberg similarly found that 35 percent of
gay males and 38 percent of lesbians in their
study had either seriously considered or at-
tempted suicide (2). Homosexuals are far
more likely to attempt suicide than are
heterosexuals. A majority of these attempts
take place in their youth. Bell and Weinberg
found that 25 percent of lesbians and 20 per-
cent of gay men had actually attempted
suicide. Gay males were 6 times more likely
to make an attempt then heterosexual males.
Lesbians were more than twice as likely to try
committing suicide than the heterosexual
womenin the study. £, majority of the suicide
attempts by homosexuals took place at age 20
or younger with nearly one-third occurring
before age 17.

Suicidal behavior by gay and lesbian youth,
however, occurs today within the broader
context of an epidemic increase in suicide
among all young people in our society. Bet-
ween 1950 and 1980, there was an increase
of more than 170 percent in suicides by youth
between the ages of 15 and 24 (3). The
suicide rate for all age groups rose only 20
percent during that time. At least 5,000
youth now take their lives each year with the
number believed to be significantly higher if
deliberate auto accidents, victim precipitated
homicides, and inconclusive coroner reports
are taken into account. The rate of suicide
attempts to completions is much higher
among young people than any other age
group with as many as 500,000 attempts an-
nually. This leads us to believe that many
times a suicide attempt by a young person is
really a cry for help.

Gay and lesbian youth have been a hidden
population within the adolescent and young
adult age group. Those programs and studies
able to document suicidality in gay youth
have found they have a high rate of suicidal
feelings and behavior that places them at sub-
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stantially greater risk of takiiig their own lives
compared to other youtt (See Appendix A).
Statistics from the Institute for the Protec-
tion of Gay and Lesbian Youth in New York,
the University of Minnesota Adolescent
Health Program in M.nneapolis, Roesler and
Deizher in Seatt'¢, and the Los Angeles
Suicide Prevention Center consistently show
that 20-35 percent of gay youth interviewed
hr ve made suicide attempts (4,5,6,7). Statis-
tics from Minneapolis, Los Angeles and San
Francisco find that more than 50 percent of
gay youth experience suicidaiity including
serious depression and suicidal feelings
(5,7,8). The Larkin Street Youth Center in
San Francisco found that amony :heir client
population of homeless ycuth, 65 percent of
homosexual/bisexual youth compared to 19
percent of heterosexual youth reported ever
being suicidal, and that gay youth had a rate
of suicidality nearly 3.5 times greater than
other youth (8). The Los Angeles Suicide
Prevention Center in preliminary data from
an unpublished study, found that the suicide
attempt 12te for gay youth is more than ?
times higher than that of heterosexual youth;
their rate of suicidality is more than twice that
of other youth (7).

Why are feelings of self-destructiveness and
suicidal behavior so prevalent among gay and
lesbian youth? How can we learn to recog-
nize these youth better and help them more
effectively in coping with the problems that
often lead them to want to take their own
lives? The rest of this paper attempts to ad-
dress these issues by providing an overview
of the tasks and problems facing gay youth,
an understanding of who they are, factors
that place gay youth at risk of suicide, and an
approach for society as a whole and the in-
dividual helping professional in effectively
helping these youth and preventing them
from taking their lives.

Tasks of the Gay Adciescent

Gay youth face the double jeopardy of sur-
viving adolescence and developing a positive
identity as a lesbian, gay male, bisexual, or
transscxual in what is frequently a hostile and
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condemning environment. Contrary to
popular belief, adolescence is not the time of
our lives. It is a difficuli and complex period
of development filled with anxiety and few
clear guidelines for helping vouth resolve the
problems they face, often for the first time,
and making the transition t¢ adulthood.
Youth are going through physical changes,
emotional changes, intellectual changes and
sexual development all within the context of
their particular culture, family, peer group,
and capacity as individuals. They must ac-
complish several formidable tasks including
separating from their families while retaining
a core sense of belonging (individuation),
learning to form relationships with other
people while fitting in with a social structure
(socialization), establishing &n integrated,
positive, individual identity (icentity forma-
tion) and preparing themselves tor the fuiure
in an increasingly complex and uncertain
world (future orientation).

Problems in accomplishing the-~ tasks play a
critical role in the suicida’ 1gs of any
youth but present special hardships for those
who are gay or lesbian. First they must come
to understand and accept themselves in a
society that provides them with little positive
information about who they are and negative
reactions to their inquiries. Second, they
must find support among significant others
who frequently reject them. Finally, they
must make a social adaptation to their gay or
lesbian identity. They must find where they
belong and how they fit in witi a social struc-
ture that either offers no guidelines for doing
so or tells them that they have no place.

With the advent of the sexual revolution and
gay liberation movement of the past two

*decades, gay and lesbian youth have been in-

creasingly aware of their feelings and coming
to terms with their orientation at an earlier
age than ever hefore. Thi- has placed them
into direct conflict with all of the traditional
childrearing institutions and support systems
of our society. Increasingly, this occurs while
the youngsters are still living at home with
their family, attending public school and
developing a scnse of their own self worth in
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comparison *ith their peers and the expecta-
tions of society as a whole.

Problems Facing Gay Youth

Lesbian and gay youth are the most invisible
and outcast group of young people with
whom you will come into contact. If open
about who they are, they may feel some sense
of security within themselves but face
tremendous external conflicts with family
and peers. If closed about who they are, they
may be able to "pass” as "straight” in their
communities while facing a tremendous in-
ternal struggle to understand and accept
themselves. Many gay youth chocse to main-
tain a facade and hide their true feelings and
identity, leading a double life, rather than
confront situaticns too painful for them.
They live in constant fear of being found out
and recognized as gay. The reasons for their
silence are good ones.

Gay youth are the only group of adolescents
that face total rejection from their family unit
with the prospect of no ongoing support.
Many families are unable to reconcile their
child’s sexual identity with moral ar.d
religious values. Huckleberry House in San
Francisco, a runaway shelter for adolescents,
found that gay and lesbian youth reported a
higher incidence of verbal and physical abuse
from parents and siblings than other youth
(9). They were more often forced to leave
their homes as "pushaways” or "throwaways"
rather than running away on their own. In a
study of young gay males, Remafedi found
that half had experienced negative parental
response t¢ their sexual orientation with 26
percent forced to leave home because of con-
flicts over their sexual identity (5).

Openly gay and lesbian youth or those
"suspected” of being so can expect harass-
ment and abuse in junior high and high
schools. The National Gay Task Force, in a
nationwide survey, found that 45 percent of
gay males and nearly 20 percent of lesbians
had expcrienced verbal or physical zssault in
secondary schools (iC). The shame ol
ridicule and fear of “ttack makes school a
fearful place to go r:sulting 1n frequent ab-
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sences and sometimes academic failure.
Remafedi reports 28 percent of his subjects
were forced to drop out because of conflicts
about their sexual orientation (5). Gay
youth are the only group of adolescents with
no peer group to identify with or receive sup-
port from. Many report extreme isolation
and the loss of close friends.

Gay youth also face discrimination in con-
tacts with the juvenile justice system and
foster and group home placements.* Many
families and group homes refuse to accept or
keep an adolescent if they know he or she is
gay. A report by the San Francisco Juvenile
Justice Commission found that gay youthstay
in detention longer than other youth await-
ing placement because of a lack of ap-
propriate program resources (11). Many
programs are unable to address the concerns
or affirm the identity of a gay sdolescent.
They can be subjected to verbal. physical, and
even sexual abuse with little recourse. Even
sympatheticstaff often don’t know howto re-
late to a gay youth or support them in con-
flicts with other residents. They frequently
become isolated, ignored by youth and staff
who feel uncomfortable wiin them. They are
easy targets for being blamed and
scapegoated as the "source” of the problem
in efforts to force them to leave.

The result of this rejection and abuse in all
areas of their lives is devastating for lesbian
and gay youth and perhaps the most serious
probiems they face are emotional ones.
When you have been told that you are sick,
bad, and wrong for being who you are, you
begin to believe it. Gay youth have frequent-
ly internalized a negative image of themsel-
ves. Those who hide their identity are
surrounded by homophobic attitudes and
remarks, often by unknowing family mem-
bers and peers, that have a profound impact
on them. Hank Wilson, founder of the Gay
and Lesbian Teachers Coalition in San Fran-

"T & my observation that youth are experiencing more fre-
quent contact with the juvenile court due to 1) increased
conflicts in their home communities because of their sexual
orientation which require intervention and removal from
the home and 2) being open about their sexual identity at
an earlier age than before.

cisco, believes these youth constitute a large
group who are silently scapegoated, especial -
ly vulnerable to being stigmatized, and who
develop poor self esteem (12). Gayyouthbe-
come fearful and withdrawn. More than
other adolescents, they feel totally alone
often suffering from chronic depression,
despairing of life that will always be as pain-
ful and hard as the present one.

In response to these overwhelming pres-
sures, gay youth will often use two coping
mechanisms which only tend to make their
situation worse: substance use and profes-
sional help. Lesbian and gay male youth
belong to two groups at high risk for sub-
stance abuse: homosexuals and adolescents.
Rofes found, in a review of the literature,
that:

Lesbians and gay men are at much
higher risk than the heterosexual
population for alcohol abuse. Ap-
proximately 30 percent of both the
lesbian and gay male populations
have problems with alcoholism (13).

Substance use often begins in early adoles-
cence when youth first experience conflicts
around their sexual orientation. It initially
serves the functional purposes of (1) reduc-
ing the pain and anxiety of external conflicts
and (2) reducing the internal inhibitions of
homosexual feelings and behavior.
Prolonged substance abuse, however, only
contributes to the youth’s problems and mag-
nifies suicidal feelings.

Several studies have found that a majority of
gay youth received professional help for con-
flicts usually related to their sexual identity
(5,6). These interventions often worsen con-
ditions for these youth because the therapist
or social worker is unwilling to acknowledge
or support an adolescent’s homosexual iden-
tity. Many gay and lesbian youth are still en-
couraged to "change” their identities while
being forced into therapy and mental hospi-
tals under the guise of "treatment.”

Those who seek help while hiding their iden-
tity often find the source of their conflicts is
never resolved because the therapist is un-
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able to approach the subject. This silence is
taken as further repudiation of an "illness"
that dare not speak its name.

A suicide attempt can be a final cry for help
by gay youth in their home community. If the
response js hostile or indifferent, they
prepare to leave. Alone and frightened, they
go tolarger cities--hoping to find families and
friends to replace the ones that did not wai t
them or could not accept them. The English
group "The Bronski Beat" describes the
plight of the gay adolescent in their song
"Smalltown Boy":

Pushed around and kicked around,
always the lonely boy
You were the one they talked about
Around town as they put you down
But as hard as they would try
just to make you cry
You would never cry to them
—just to your soul
Runaway, turnaway, runaway,
turnaway, runaway (14).

Gay male, lesbian, bisexual, and transsexual
youth comprise as many as 25 percent of all
youth living on the streets in this country.
Here, they enter a further outcast status that
presents serious dangers and an even greater
risk of suicide. Without an adequate educa-
tion or vocational training, many are forced
to become involved in prostitution in order
to survive. They face physical and sexual as-
saults on a daily basis and constant exposure
to sexually transmitted diseases including
AIDS. They often become involved with a
small and unstable element of the gay com-
munity that offers them little hope for a bet-
ter life. Their relationships are transitory
and untrustworthy. For many street youth,
their struggle for survival becomes the fulfill-
ment of a "suicidal script” which sees themen-
gaging in increasingly self-destructive
behaviors including unsafe sexual activity
and intravenous drug use. Overwhelmed by
the complexities of street life and feeling they
have reached the "wrong end of the rainbow"
a suicide attempt may result.

While it has become easier in recent years to
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be a gay male or lesbian adult it may be har-
der than ever to be a gay youth. With all of
the conflicts they face in accepting themsel-
ves, coming out to families and peers, estab-
lishing themselves prematurely in
independent living and, for young gay males,
confronting the haunting specter of AIDS,
there is a growing danger that their lives are
becoming a tragic nightmare with living only
a small part of dying.

UNDERSTANDING GAY AND
LESBIAN YOUTH

Lesbian and gay male youth are young people
with a primary attraction to members of the
same sex for sexual and intimate relation-
ships. Bisexual youth have an attraction to
members of both sexes for sexual and in-
timate relationships. We use the term orien-
tation rather than preference to describe this
attraction because we still do not know how
it originates. We are not certain to what ex-
tent genetics, socialization factors or in-
dividual choice determines either a
homosexual or heterosexual orientation.
Transsexual youth are young people who
believe they have a gender identity that is dif-
ferent from the sex they were born with. This
includes young males who believe they are
really females mistakenly born in a male body
and young females who believe they are real-
ly males mistakenly born in a female body.
Sexual orientation and gender identity are
separate issues for each individual.
Transsexuals may have a heterosexual,
homosexual, or bisexual orientation.
Homosexuals are rarely confused about their
gender identity with lesbians believing they
are women and gay males believing t.ey are
men.

There are indications that individuals may be
predisposed to their sexual orientation from
an early age. A gay or lesbian orientation in
adolescence is not just a phase the youth is
going through. Bell, Weinberg, and Ham-
mersmith found that sexual orientation is
likely to be formed by adolescence--even if
the youth is not yet sexually active (15).
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Childhood and adolescent hom -
sexuality, especially pronounced
homosexual feelings, can not be
regarded as just a passing fancy...[it]
seems to be relatively enduring and
so deeply rooted that it is likely to
continue as a lasting homosexual
orientation in adult life.

Huckleberry House found that, when given
a choice, adolescents demonstrate a greater
degree of conviction than confusion in iden-
tifying their sexual orientation, with 75 per-
cent self-reporting as heterosexual, 15
percent homosexual, 5 percent bisexual, and
only S percent confused or undecided (9).
Most youth who identify as heterosexuals
and homosexuals will continue to do so as
adults. Youth are more likely to underreport
a homosexual orientation because of difficul -
ties in accepting themselves and the fear of a
hostile response. Jay and Young found that
56 percent of the lesbian respondents in their
survey had previously identified as bisexual
while only 16 percent currently did so (1).
Forty-six percent of the gay males had pre-
viously identified as bisexual while only 20
percent currently did so.

Homosexuality is not a mental illness or dis-
ease. It is a natural and healthy expression of
human sexuality. In 1935, Sigmund Freud
wrote that "Homosexuality...is nothing to be
ashamed of, no vice, no degradation, it can
not be classified as an illness" (16). In 1973,
the American Psychiatric Association
removed homosexuality from the list of
psychiatric disorders and, in 1975, the
American Psychological Association urged
all mental health professionals to remove the
stigma of mental illness long associated with
a homosexual orientation. In 1983, the
American Academy of Pediatrics en-
couraged physicians to become involved in
the care of homosexuals and other young
people struggling with the problem of sexual
expression (5). If homosexuality is not an ill-
ness or a disorder, it can not be regarded as
such to the extent that it occurs in the young.

Gay and lesbian youth come from all ethnic
backgrounds. The ethnicity of gay youth will

reflect the ethnicity of youth 